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Primary Closure of the Common Bile Duct 


After Choledochostomy 


DOUGLAS TELFORD, M.D., F.R.C.S. (Edin.), F.1.C.S. 
VANCOUVER, CANADA 


duct after choledochostomy is not a 

new procedure. Halsted in 1898 and, 
later, Finney were among the first to chal- 
lenge the necessity of routine common duct 
drainage.' Richter and Bushfinder,? in 
1919, demonstrated that they could close 
the duct with little or no leakage. In more 
recent years, French,*? German,‘ and South 
American® surgeons have contributed valu- 
able articles to the literature. 

American surgeons (Herrington,® Ed- 
wards,‘ and Reinhoff!) have recorded their 
favorable experience with primary closure. 
In Canada, Appleby® has recently pub- 
“The common duct incision may be closed 


P auct at closure of the common bile 
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Primary closure of the common 
bile duct after choledochostomy is 
recommended by the author, in 
whose practice its results have been 
superior to those obtained by T-tube 
drainage. The methods and technics 
involved are explained in detail. 











lished an impressive treatise on this sub- 
ject. In this paper I shall submit an anal- 
ysis of a series of cases in which I operated 
during the years 1952 to 1959. 

It is only fair to state, however, that 
some surgeons show little enthusiasm for 
the method. Cattell,® for example, said, 
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primarily—but this method has no par- 
ticular advantage.” 


Indications.—In my opinion primary 
closure of the common bile duct after 
choledochostomy is indicated whenever the 
biliary tract has been observed to be nor- 
mal or has been made functionally normal 
by surgical intervention. The term “func- 
tionally normal,’”’ used in this context, im- 
plies two things: (1) the biliary tract is 
sufficiently patent to allow a free flow of 
bile from the liver to the duodenum, and 
(2) the biliary tract is free of calculi. 

In actual practice one finds that primary 
closure is indicated more often than not. 
I myself, for example, close 60 per cent of 
my choledochostomies. 


Method.—The method recommended for 
primary closure is based on sound surgical 
practice. It may be considered under four 
headings: (1) exploration of the biliary 
tract; (2) dilation or incision of the 
sphincter of Oddi; (3) closure of the com- 
mon bile duct, and (4) drainage of bile 
from the subhepatic space. 

The first of these, exploration of the 
biliary tract, is essentially the same 
whether the common bile duct is to be 





Fig. 1—Closure of common bile duct by fine con- 

tinuous suture; suturing of gastrohepatic omen- 

tum; drainage of bile from the subhepatic space 
by means of a drain and a soft rubber drain. 
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closed by primary suture or drained by 
T tube. 

With regard to the second, dilation or 
incision of the sphincter of Oddi, patulous 
sphincter of Oddi is a prerequisite to pri- 
mary closure. A sphincter that exhibits 
no stenosis is dilated to 7 mm. If per- 
chance the common bile duct is smaller 
than average, then the sphincter is dilated 
to a caliber slightly less than the diameter 
of the duct. A Bakes dilator with a fili- 
form bougie'’® may be used to assist in 
negotiating a difficult sphincter of Oddi. 

The sphincter of Oddi is like the anal 
sphincter in that it can be dilated to sev- 
eral times its normal size without per- 
manent damage, and, like the anal sphinc- 
ter, it remains patulous for several days 
after dilation. A sphincter that exhibits 
stenosis is subjected to transduodenal 
sphincterotomy. The benefits of establish- 
ing a patulous sphincter are several: 1. 
The intraductal pressure is so reduced that 
the likelihood of the escape of bile through 
the suture line is decreased. 2. The bile 
flows freely from liver to duodenum and 
flushes any residual calculus or débris 
along the biliary tract. Interesting in this 
regard is a report of Allen and Wallace," 
who in 1940, analyzed a large series of ex- 
plorations of the common bile duct. They 
discovered that dilation of the sphincter 
reduced the incidence of subsequent biliary 
operations for residual stone from 4.2 to 
0.7 per cent. 

The third recommended method is clos- 
ure of the common bile duct. The technic 
of closure must be meticulous and atrau- 
matic. Fine chromic catgut on an eyeless 
needle is the suture of choice. Most sur- 
geons prefer a continuous suture in the 
belief that it creates a better seal. The 
suture should include all layers except the 
mucosa and should not penetrate the 
lumen of the duct. 

Closure of the common bile duct is fol- 
lowed by loose closure of the duodeno- 
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hepatic ligament about the duct. I frankly 
admit that, in spite of meticulous care, I 
cannot always seal a bile duct hermetically, 
either by primary closure or by closure 
about a T tube. 

The reasons for the special technic em- 
ployed in closing the common bile duct are 
several: 1. The common bile duct, unlike 
the gastrointestinal tract, is deficient in 
muscle and submucosal tissue. This de- 
ficiency makes the duct incapable of 
quickly sealing off a puncture wound or the 
gaps between sutures. 2. Bile does not 
assist in the sealing process in biliary sur- 
gical intervention as does its fellow humor, 
blood, in cardiovascular procedures. 

The fourth and last heading under meth- 
ods of primary closure is drainage of bile 
from the subhepatic space. Some efficient 
form of bile drainage is mandatory when- 
ever primary closure is employed. A Pen- 
rose drain supplemented with a suction 
drain is ideal. I use the Babcock metal 
sump drain, but others find the Chaffin 
tube drain or some other type of suction 
quite satisfactory. Suction drainage is 
continued until the duct is hermetically 
sealed, usually for two to four days. Some 
choledochorrhaphies leak imperceptibly, 
but others unpredictably pour out con- 
siderable bile. The bile recovery may be as 
much as 300 ce. 

Bile is damaging to tissues denuded of 
their protective coat and may, over a pe- 
riod of days, cause sufficient scar tissue to 
produce stricture of a bile duct.'!* With 
regard to stricture, Trueman!* makes the 
following interesting observation: “In 
some of the intravenous cholangiograms 
taken months or years postoperatively 
there isa pronounced incisura in the com- 
mon bile duct at the site of the previous 
T tube drainage.” 


Postoperative Progress.—The postoper- 
ative course following primary closure is 
not unlike that following simple cholecys- 
tectomy and is, as a rule, quite uneventful. 
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Fig. 2.—Postoperative progress in uncomplicated 
cases. T-tube series is represented by black column 
and primary closure series by white. Comparisons 
are based on: duration of stay in hospital and 
days with temperature over 100 F. and pulse rate 





over 100. 
SUBSE QUENT] 
COMPLI- 
ey | MORTALITY BILIARY 
he CATIONS SURGERY 
Tu -w—_— = — = 4 6 = = — [em of sage = se 




















Fig. 3.—Chart indicating operative mortality, 

major complications and subsequent operations on 

biliary tract. T-tube series represented by black 
column and primary closure series by white. 


My analysis of my own series of cases, 30 
of T-tube drainage and 44 of primary 
closure, is graphically illustrated in Figs. 
2 and 3. Each factor analyzed in relation 
to postoperative progress shows a slight 
superiority of primary closure over the 
T-tube method. Herrington and Edwards 
in 1956 analyzed their series of 242 cases, 
89 of T-tube drainage and 153 of primary 
closure. Their analysis produced figures 
comparable to my own. 

Some of the differences between the two 
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methods are inappreciable and some, even 
if appreciable, may be due to selection of 
cases. The most significant figures, how- 
ever, are those relating to the incidence of 
subsequent operations on the biliary tract 
for calculus or stricture. Herrington and 
Edwards’ series,’ as well as my own, in- 
dicate the superiority of primary closure 
over T-tube drainage in this respect. 


SUMMARY 


Primary closure of the common bile duct 
after choledochostomy is not a new proce- 
dure. It is indicated whenever the biliary 
tract is normal or has been made func- 
tionally normal by surgical measures. 

The recommended method of primary 
closure is based on sound surgical practice. 
It embraces (1) exploration of the biliary 
tract; (2) dilation or incision of the 
sphincter of Oddi; (3) closure of the com- 
mon bile duct, and (4) drainage of bile 
from the subhepatic space. 

This method promotes a free flow of 
bile from the liver to the duodenum in the 
immediate postoperative period; it effects 
early hermetic sealing of the common bile 
duct, and it effectively removes the bile 
from the subhepatic space. 

The clinical results of primary closure, 
both immediate and delayed, show slight 
superiority over those of T-tube drainage. 
The lowered incidence of subsequent oper- 
ations on the biliary tract for calculus or 
stricture is the most significant and impor- 
tant difference between the two methods. 


ZUSAM MENFASSUNG 


Die primdre Schliessung des gemeinsa- 
men Gallenganges nach Choledochostomie 
stellt kein neues Verfahren dar. Sie ist 
immer angezeigt, wenn die Gallenwege 
normal sind und durch den chirurgischen 
Eingriff eine normale Funktion erlangt 
haben. Die zur primaren Schliessung emp- 
fohlenen Verfahren beruhen auf verniin- 
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ftigem chirurgischem Handeln. Dazu ge- 
hort 

1. Explorierung der Gallenwege, 

2. Erweitung und Inzision des Sphinc- 

ter Oddi, 

3. Schliessung des Ductus choledochus 

und 

4. Drainierung der Galle vom subhepa- 

tischen Raum. 

Dieses Verfahren fordert den freien Gal- 
lenfluss von der Leber in den Zwolffinger- 
darm unmittelbar nach der Operation, 
bewirkt eine friihzeitige hermetische Hei- 
lung des Choledochus und beseitigt wirk- 
sam die Gale aus dem _ subhepatischen 
Raum. 

Sowohl die sofortigen als auch die spa- 
teren klinischen Ergebnisse des primaren 
Verschlusses sind den mit Drainierung 
mittels eines T-férmigen Katheters erziel- 
ten leicht itiberlegen. Der bedeutendste und 
wichtigste Unterschied zwischen den bei- 
den Methoden besteht in der geringeren 
Haufigkeit von Nachoperationen am Gal- 
lensystem wegen des Vorliegens von Stei- 
nen oder Strikturen beim primaren Ver- 
schluss. 


RESUME 


La fermeture primaire du cholédoque 
aprés cholédochostomie n’est pas un pro- 
cédé nouveau. Elle est indiquée dans tous 
les cas ow le canal biliaire est normal ou 
dans lesquels il a retrouvé sa fonction phy- 
siologique a la suite de mesures chirurgica- 
les. La méthode de fermeture primaire 
recommandée ici est basée sur une solide 
expérience chirurgicale. Elle comprend: 

1. exploration du canal biliaire 

2. la dilatation ou l’incision du sphinc- 

ter d’Oddi 

3. la fermeture du canal biliaire 

4. le drainage de la bile de |’espace 

sous-hepatique. 

Cette méthode favorise le libre écoule- 
ment de la bile, du foie au duodénum, a la 
période post-opératoire immédiate; e le 
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provoque la fermeture hermétique précoce 
du cholédoque et supprime efficacement 
la bile de l’espace sous-hépatique. 

Les résultats cliniques de la fermeture 
primaire, aussi bien immédiats que tardifs, 
se révélent légérement supérieurs 4 ceux 
du drainage en T. La différence la plus 
évidente et la plus importante entre les 
deux méthodes est la fréquence diminuée 
d’opérations ultérieures sur le canal bi- 
liaire pour calculs ou rétrécissement. 


RIASSUNTO 


La chiusura immediata del coledoco dopo 
coledocostomia non @ un metodo nuovo. 
Essa trova la sua indicazione ogni qual 
volta la via biliare é normale o é stata ri- 
portata a condizioni fisiologicamente nor- 
mali dall’atto chirurgico. I metodi di 
chiusura primaria si basano su alcuni prin- 
cipi chirurgici basilari e cioé: 

1. l’esplorazione della via biliare; 

2. la divulsione o la sezione dello sfin- 

tere di Oddi; 

3. la legatura del cistico e 

4. il drenaggio della bile dallo spazio 

sottoepatico. 

Questo metodo consente un libero flusso 
di bile dal fegato al duadeno nell’imme- 
diato periodo post-operatorio, una precoce 
e perfetta chiusura del coledoco e una com- 
pleta deviazione dalla bile dallo spazio sot- 
toepatico. 

I risultati clinici della chiusura imme- 
diata si dimostrano un poco migliori di 
quelli, immediati e tardivi, che si otten- 
gono col tubo a T. La differenza pit im- 
portante fra i due metodi é rappresentata 
dalla diminuita frequenza di interventi 
successivi per calcoli o stenosi. 


SUMARIO 


O fechamento primario do ducto biliar 
comum apés coledocostomia nfo é um pro- 
cedimento novo. Esta indicado sempre 
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que o trato biliar é normal ou se tornou 
funcionalmente normal por medidas cirur- 
gicas. Os métodos recomendados de fecha- 
mento primario se baseiam em sedimen- 
tada experiéncia cirurgica. 

Compreende: 

1. exploracado do trato biliar ; 

2. dilatacéo ou incisdéo do esfincter de 

Oddi; 
3. fechamento do duto biliar comum e 


4. drenagem de bile do espaco sub-hepa- 

tico. 

Este método promove um fluxo livre de 
bile do figado para o duodeno no periodo 
pés-operatério imediato; provoca fecha- 
mento hermético precédce do duto biliar 
comum e remove efetivamento a bile do 
espaco sub-hepatico. 
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Tissue Factors and Resistance to Carcinoma 


I. The Effect of Electrocautery on Survival of 
Carcinomatous Mice 


MILTON W. WHITE, M.D., WALDEMAR PALUTKE, B.S. 


JAMES M. ORTEN, Pu.D. 


DETROIT, MICHIGAN 


has been reported by Strauss, Saphire 
and Appel! that degenerated or necro- 
tized carcinoma tissue in an animal may 
produce or increase the immunity of that 
animal to cancer. This was observed es- 
pecially in the remission or partial regres- 
sion of metastatic growths. The malignant 
tissue in their experiments, as in the pres- 
ent investigation, was subjected to electro- 
cautery as a means of eliciting the re- 
sponse of this “immunity.” 

In this paper we report the effect of 
electrocautery on the survival of mice 
which were given abdominal carcinoma 
after cautery. Cautery was performed on 
tumor tissue in certain groups of mice and 
on subcutaneous connective tissue in other 
control groups. 


From the Department of Physiological Chemistry, Wayne 
State University College of Medicine, Detroit. — 
Submitted for publication July 13, 1960. 





In experiments on mice inoculated 
subcutaneously with Ehrlich ascites 
tumor cells, no evidence was ob- 
tained to support the concept that 
cautery, either of connective tissue 
or of the tumor itself, releases any 
substance increasing the resistance 
of the host to the growth of this type 
of tumor cell. 














TABLE 1.—Classification of Mice 








Number of 
Group Mice 
Early intraperitoneal A 10 No cautery 
inoculation B 10 Tumor cautery 
C 10 Connective 


tissue cautery 


Control (no intra- D 10 No cautery 
peritoneal inoculation) E 10 Tumor cautery 
F 10 Connective 
tissue cautery 
12 No cautery 
12 Tumor cautery 


12 Connective 
tissue cautery 


Late intraperitoneal 
inoculation 





Experiments and Results —Materials 
and Methods: Ninety-six young adult male 
mice of the white Swiss variety were used 
in the study. The weights ranged from 
21 to 37 Gm. and averaged 28.5 Gm. The 
Ehrlich ascites tumor was employed (upon 
the recommendation of Dr. P. G. Stansley, 
Detroit Institute of Cancer Research). The 
abdominal carcinoma, produced by intra- 
peritoneal inoculation of the tumor cell 
suspension, was designed to simulate a 
type of “metastatic” growth, since the 
primary lesion was the subcutaneous 
tumor. 

All mice were inoculated subcutaneously 
on the dorsal side with a dose of approxi- 
mately 12,000,000 tumor cells per mouse. 
Nine days later the mice in Groups B and 
C were anesthetized with ether and cau- 
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terized. On the following day all mice in 
groups A-C were inoculated intraperitone- 
ally with 4,500,000 tumor cells per mouse. 
Only those mice that survived the initial 
shock of cautery and intraperitoneal in- 
oculation were considered in the study of 
survival time. 

The subcutaneous tumors were excised 
and weighed after death of the mice. The 
results of this experiment are given in 
Table 2. It is evident that, under these 
conditions, no reduction either in the size 
of the tumors or in the duration of sur- 
vival occurred as a result of the tissue 
cautery. 

A modification of the aforedescribed ex- 
periment was performed on the remaining 
groups of mice. This time, however, the 
intraperitoneal inoculations were given 
eight days after cautery with nembutal 
anesthesia. The dose was 4,200,000 cells 
per mouse and was administered only to 
groups G-I, groups D-F serving as con- 
trols. Intraperitoneal inoculation was de- 
layed in consideration of the possibility 
that the suspected “immunity” or protec- 
tion might be delayed in its formation or 
release. 

A difficulty encountered in this experi- 
ment was that some of the tumors, having 
attained quite a large size, became necrotic 
and/or were partially eaten by other mice, 
and could not, of course, be considered in 
the weight comparison. 

The results of this experiment are 
shown in Table 3. Again, the data show 
that cautery, either of the tumor or of the 
connective tissue, had no consistent effect 
on the weight of the tumor or the average 
of duration of survival time. 

A statistical analysis of the data by the 
method of Swed and Eisenhart? confirmed 
mathematically the fact that there was no 
significant difference in the data obtained 
on the various groups, as given in Tables 
2 and 3. 
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TABLE 2.—Comparative Duration of Survival and 
Tumor Weights in Mice Inoculated One Day 
After Cautery 





Average Tumor Weight No. of 
% of Original Body Mice 
Weight 
4.1 (range 1.6- 6.4) 9 
4.8 (range 1.9- 7.4) 5 
8.2 (range 3.6-25.9) 7 


Average Survival, 
Group Days* 


A 10.4 (range 7-15) 
B_ 9.6 (range 7-16) 
C 10.3 (range 7-13) 








*Survival measured in days from time of intraperitoneal 
inoculation to time of death. 





TABLE 3.—Comparative Duration of Survival and 
Tumor Weights in Mice Inoculated Eight Days 
After Cautery 





Average Tumor Weight 
% of Original Body No. of 
Weight** Mice 
D Sacrificed 40.4 (range 24.5-63.8) 4 
E ” 20.1 (range 12.9-31.0) 
F 
G 


Average Survival, 


Groups Days* 





4 42.1 (range 22.7-54.7) 
17.9 (range 2.7-26.1) 
25.1 (range 13.9-50.9) 
26.6 (range 6.0-42.8) 


x 11 (range 8-15) 
H 10.5 (range 9-14) 
I 10.0 (range 7-13) 


ano Or o 





*Survival measured as in Table 1. 
**The tumors in Groups D-I weighed more, of course, than 
did those in A-C, owing to their prolonged period of growth. 


COMMENT 


No indication of the possible presence of 
an immunizing property being elicited by 
cautery was observed in these experiments. 

The weights of the subcutaneous tumors 
did not seem to be correlated with any of 
the procedures performed. 

The “immunizing” effect reported by 
some after removal of the tumor with the 
electrocautery is probably not due, then, to 
the cautery, but rather to what is probably 
the more obvious explanation, i.e., there is 
merely a relative increase in the amount 
of natural immunity or “protective agent” 
owing to the fact that less tumor tissue is 
present. 


ZUSAMMENFASSUNG 


Die Theorie, dass das Kauterisieren von 
Bindegewebe oder Tumorgewebe zur Be- 
freiung von Stoffen fiihrt, die die Wider- 
standskraft des Tumortraégers gegen das 
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Wachstum von Geschwulstzellen steigern, 
konnte in Experimenten an Mausen, die 
subkutan mit Geschwulstzellen des Ehr- 
lichschen Aszites geimpft worden waren, 
keine Unterstiitzung finden. 


RESUME 


Lors d’expériences sur des souris ayant 
recu des injections sous-cutanées de cellu- 
les tumorales d’ascite d’Ehrlich, aucune 
évidence n’a confirmé l’idée selon laquelle 
la cautérisation soit du tissu conjonctif 
soit de la tumeur, libéraraient une quel- 
conque substance augmentant la résistance 
de l’héte par rapport a la croissance de ce 
genre de cellule tumorale. 


RESUMEN 


La inoculaci6n de células tumorales asci- 
ticas de Ehrlich en ratas, por via subcu- 
tanea, no confirma la teoria de que la 
cauterizaci6n del tejido conectivo o del 
mismo tumor puede dar lugar a la forma- 
cién de sustancias que aumentan la re- 
sistencia del receptor al crecimiento en su 
organismo de células tumorales de este 
tipo. 
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RIASSUNTO 


In topi inoculati sperimentalmente con 
cellule tumorali da liquido ascitico non si 
poté dimostrare che la cauterizzazione del 
tumore stesso o dei tessuti connettivi pro- 
vochi la formazione di sostanze che aumen- 
tino la resistenza dell’ospite alla crescita di 
questo tipo di cellule tumorali. 


SUMARIO 


Em experiencias em ratos inoculados 
sub-cutaneamente com celulas tumorais de 
ascite de Ehrlich, nao houve evidencia que 
confirmasse o conceito de que, a cauterisa- 
cao, do tecido conetivo e ou do tumor em 
si, libertasse alguma substancia que au- 
mentasse a resistencia do hospedeiro ao 
crescimento deste tipo de celulas tumorais. 
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As soon as an opinion becomes common, that is reason enough to force men to 


forsake it and take up the contrary, until that contrary grows old in turn and they 


want something else to distingiush themselves by. So if ever they reach the goal 


in some art or science, you may expect them to overstep it presently, so as to win 


fresh honours; and this is one reason why the most refined ages hardly emerge from 


savagery before they sink into it once more. 


—V auvenarques 
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UMORS of the bladder continue to 

present one of the major problems in 

urology. It is my purpose to present 
the indications for and the technic of 
transurethral management of such tumors 
and the indications for its use. 

The first urologic surgeon to attack vesi- 
cal tumors through the cystoscope was 
Edwin Beer, who, in 1910, applied the high 
frequency current to papillomas in the 
bladder. Beer used the Nitze catheteriz- 
ing cystoscope and an insulated copper 
electrode to apply the Oudin monopolar 
current to the tumor. The applications 
were repeated at intervals of a few days 
until the entire growth became necrotic 
and as it disintegrated, was voided as 
bits of sloughing tissue. For this out- 
standing contribution Beer was awarded 
a gold medal in 1927 during the Third In- 
ternational Congress of Urology, held at 
Brussels. 

The second era of transurethral man- 
agement of tumors of the bladder began 
soon after perfection of the McCarthy re- 


-sectoscope about 1930. Earlier develop- 


ment, in 1923, of the now famous 
McCarthy foroblique telescope made pos- 
sible endoscopic vision of a clarity and 
perspective previously unknown. The com- 
bination of this lens with a properly in- 
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Although the problem of treating 
vesical tumors has not yet been com- 
pletely and finally solved, the con- 
sensus seems to be that transurethral 
resection offers the most favorable 
results. The prognosis is influenced, 
of course, by the tumor's size, grade 
of malignancy, stage of development 
and extent of infiltration. The author 
describes the technic that has given 
him satisfactory results, emphasizes 
the importance of early diagnosis 
and treatment and points out the im- 
portance of careful and persistent 
follow-up examination, with resec- 
tion of any recurrent growths as they 
appear. 











sulated loop electrode produced the Stern- 
McCarthy resectoscope. Perfection of an 
electrosurgical cutting current generator 
by the Leibel-Flarsheim Company and Dr. 
T. M. Davis of Greenville, South Carolina 
produced the Davis-Bovie electrosurgical 
unit. 

Although transurethral removal of the 
obstructing prostate commanded the spot- 
light during the 1930s, the pioneer resec- 
tionists were not slow to apply this new 
tool to tumors of the bladder. Improve- 
ments in electrosurgical units and modi- 
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Coronal 


Fig. 1.—Diagrammatic representation of location of bladder tumors in 100 patients. 
graded by depth of infiltration. 


fications in the original McCarthy resecto- 
scope have contributed to development of 
technics for radical transurethral attack 
on most vesical tumors. With increased 
proficiency in the use of the resectoscope, 
a technic was evolved by which radical re- 
moval of the malignant vesical growth 
was feasible in the hands of the skilled 
resectionist. In the hands of a less than 
expert surgeon, transurethral resection of 
a large or invasive tumor rarely produced 
satisfactory results. 

In determining the indications for the 
transurethral approach to tumors of the 
bladder there are several factors to con- 
sider. The fact must be recognized that 
surgical skill and proficiency are definite 
factors in determining whether or not a 
particular bladder tumor should be at- 
tacked transurethrally. 

The location of the tumor is also impor- 
tant. The location of a vesical tumor has 
distinct bearing on the favorable or un- 
favorable results of its removal by trans- 
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Sagittal 


Tumors are 


urethral resection. In general, tumors 
located in the base and in the more fixed 
portions of the lateral walls of the bladder 
are more easily removed transurethrally 
than are those located in the dome or im- 
mediately behind the symphysis pubis. 
Approximately 75 per cent of tumors are 
located in the base of the bladder, with 15 
per cent in the lateral and posterior walls 
and 10 per cent in the dome or ventral wall. 
Tumors in the ventral wall of the bladder 
lend themselves quite satisfactorily to par- 
tial cystectomy by the suprapubic ap- 
proach. Small, noninvasive tumors in this 
location may be adequately removed with 
the resectoscope if the ventral wall of the 
bladder is depressed by pressure over the 
suprapubic region. Other factors bear- 
ing upon the advantages of the trans- 
urethral approach are the size of the 
tumor, its grade of malignancy and the 
degree of its extension. The last-mentioned 
factor has been called the “stage” of the 
tumor and indicates whether or not there 
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Fig. 2—Diagrammatic representation of stages or extent of tumor. 


is deep involvement of the vesical wall of 
the bladder. This may be difficult to ascer- 
tain and as yet there is no real differential 
determining point to determine whether 
or not a tumor of the bladder has pro- 
gressed beyond hope of total removal. Bi- 
manual rectal-abdominal palpation, cysto- 
grams, cystoscopic study, the capacity of 
the bladder and the contour of the bladder 
are all useful leads, but none has suf- 
ficient diagnostic value to rule in or rule 
out a borderline situation. An infre- 





Fig. 3.—Air cystogram showing larger inoperable 
bladder tumors. Palliation three years by trans- 
urethral resection and irradiation. 


quently mentioned indication for the trans- 
urethral approach is the presence of an 
extensive vesical tumor; if such a growth 
is present, palliation should be the objec- 
tive. Removal of the intravesical portion 
of these inoperable tumors frequently af- 
fords comfort, with an increased vesical 
capacity, for long periods. 

Technic.—A modified Stern-McCarthy 
resectoscope is the instrument of choice. 
The short beak sheath, which allows the 
loop to protrude beyond the end of the 
instrument, is always used. The conven- 
tional loop is satisfactory for resecting 
tumors situated in the floor or lateral wall 
of the bladder. For tumors located in the 
posterior wall, a modification of the con- 
ventional resectoscope loop has been de- 
veloped. This loop is made by partially 
straightening the ordinary loop so that the 
uninsulated wire projects forward instead 
of downward. In use this loop is ad- 
vanced to make contact with the tumor, 
and a downward-sweeping motion of the 
resectoscope without retraction of the loop 
is employed. This maneuver allows easy 
resection of tumors located in the posterior 
wall of the bladder. 

The tumor is first resected down to its 
base and to a level with the surrounding 
vesical wall. Next, the wall of the bladder 
around the tumor is resected, the resection 
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Fig. 4.— A and B, comparison of conventional and short beak sheaths. C and D, 
demonstration of special bladder tumor electrode. 


Short beak 
resectoscope in easy reach 
of tumor 


Conventional 


sheath type loop 




















“Sep 








. — tumor from posterior wall 


Fig. 5—Use of speciai loop for transurethral resection of tumors in superior wall of bladder; 
“sweeping” motion of resectoscope. Advantages of short beak resectoscope and special loop for 
vesical tumors is indicated. 
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Resection 
well beyond tumor area including 
D bladder muscle beneath 


Fig. 6.—Steps in resection of vesical tumor. 


Not more than 
Sees -12 inches 
























Se a 
Fig. 7.—Level of irrigation fluid at low pressure height. 
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beginning at a point lateral to the tumor 
and carried down into the muscularis of 
the bladder. Successive cuts are made 
across the base of the tumor, and the nor- 
mal vesical wall surrounding the tumor is 
removed to a distance of 1 to 2 cm. on all 
sides. This procedure is carefully repeated 
until the vesical wall has been resected 
beneath the tumor. For tumors in an early 
stage resection in this manner can be con- 
sidered curative for the particular lesion 
so treated. The irrigating fluid pushes the 
perivesical tissue away, with slight extra- 
vasation and edema as the resection of the 
vesical wall surrounding the tumor is per- 
formed. Indeed, radical removal of the 
portion of the wall involved is accem- 
plished in most instances. 

An important point in technic is the 
pressure of the irrigating solution during 
the operation. The level of the irrigator 
is kept at not more than 12 inches (30 
cm.) above the patient’s abdomen. Over- 
distention of the bladder is carefully 
avoided in order to maintain a wall of such 
thickness as will allow better resection of 
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the muscularis surrounding and beneath 
the tumor and thereby minimize the 
danger of complete perforation. The low 
pressure of the irrigation also reduces 
perivesical extravasation of fluid. Bleed- 
ers are coagulated as they are encountered, 
so as to maintain a clear field at all times. 
The lens of the resectoscope is held close 
to the tumor during resection of the vesical 
wall around and beneath the base of the 
tumor. Differentiation of tumor tissue 
from bladder muscle can be accurately 
made by close observance of the cut sur- 
face in this manner. 

Tissue identification can thus be accu- 
rately made because the lens, held close to 
the tissue, magnifies the image. By thus 
closely observing the tissue and carefully 
keeping the bladder only partially filled, so 
that its wall will remain relatively thick, 
the operating surgeon is able to determine 
when all the tumor has been removed. 
Complete hemostasis is necessary, as is 
bladder rest by retention catheter for two 
to three days. 

In patients with prostatic obstruction in 
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Fig. 8.—Bladder muscle partially distended (A) and fully distended (B). 
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Fig. 9.—A, views of tumor bladder and of muscle fibers underneath. B, views of resection through 


muscularis and small perforation. (After Barnes.) 


addition to vesical tumor the transurethral 
resection of the prostate is frequently done 
at the same “sitting” as transurethral re- 
section of the tumor. When deemed ad- 
visable, the prostate is resected before the 
tumor is. In my opinion, continued extra- 
vasation of irrigating fluid through the 
impaired section of the vesical wall would 
be a real objection to prostatic resection 
performed after the resection of the blad- 
der tumor. 


Resection of Vesical Tumors Involving 
the Ureteral Orifice: When the ureteral 
orifice is involved in the tumor or is so 
near as to bring it within the area of sur- 
rounding vesical wall to be resected, it has 
long been my practice to resect the tumor 
without regard for the ureter. A ureteral 
catheter is passed up the ureter at com- 
pletion of the operation and is left in- 
dwelling, taped to the Foley bladder cath- 
eter. 
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Drainage 


bottles 





Fig. 10.—Manner of resection of tumor involving ureteral orifice. 


Complications and accidents during re- 
section of a tumor of the bladder con- 
sist mainly of extravasation of irrigating 
fluid, perforation of the bladder or hemor- 
rhage. Hemorrhage is rarely important, 
as the bleeding points are carefully con- 
trolled as they are encountered. 

Extravasation of irrigating fluid in the 
absence of a frank perforation has never 
been of major significance. Even in the 
face of perforation of a small bladder, the 
low irrigating pressure prevents massive 
extravasation. Clinical studies of peri- 
vesical extravasation after transurethral 
resection of the lower portion of the ureter, 
as a measure preliminary to nephroure- 
terectomy, have shown this to be true. The 
only treatment usually required for per- 
foration without severe fluid extravasation 
is the use of a retention catheter. Per- 
foration of the vesical wall must be care- 
fully watched for, because unrecognized 
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perforation can allow extravasation of 
large amounts of irrigating fluid, which 
may result in shock, infection or other 
serious complications. Overdistention of 
the bladder is avoided at all times, but 
especially during the final stages of the 
tumor resection. 

When perforation with extravasation of 
a large amount of fluid has occurred, 
drainage of the perivesical space is indi- 
cated. An incision is made suprapubically 
and blunt dissection is done to the side of 
the bladder perforated; a Penrose rubber 
drain is inserted and the resection of the 
tumor may be completed, depending upon 
the patient’s condition, either at once or 
in a later operation. 

Perforation of the vesical wall into the 
peritoneum has occurred and requires im- 
mediate laparotomy, with closure of the 
defect in the wall. One of 2 patients of 
my own who had such perforations had 
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rapidly developing peritoneal metastases, 
but the second patient made an uneventful 
recovery. 

When for any reason the operation is 
terminated before completion or satisfac- 
tory removal of all visible tumor, the re- 
tention catheter is left in for three to five 
days, and a second operation may be done 
after an interval of seven to ten days. 

Follow-up.—The patient is usually able 
to leave the hospital within a week or less 
after transurethral resection of bladder 
tumors. As a rule he is seen for observa- 
tion at weekly intervals for two weeks or 
so and then is instructed to return for 
cystoscopic inspection in three months. 
This examination may be made with the 
region under local anesthesia, but, unless 
a satisfactory and complete view of the 
bladder and the former tumor location can 
be obtained, an anesthetic is given for 
complete inspection of the inside of the 
bladder. The importance of these follow- 
up examinations is emphasized to the pa- 
tient, and every attempt is made to carry 
out a three-month follow-up schedule for 
at least two years. If no recurrence is 
observed, the time interval is lengthened 
to six months. This schedule is maintained 
at six months indefinitely, and usually, 
once a year, cystoscopic examination with 
pentothal anesthesia is done for more care- 
ful inspection of the bladder. Recurrent 
growths are resected as soon as they ap- 
pear. Even in the face of recurrences, 
the lesions in most cases can be kept under 
control for many years. Fifty per cent or 
more of the patients undergo multiple 
resections. 


SUMMARY 


The final answer has not been found to 
the question of vesical tumors. Nobody, 
apparently, is completely satisfied with his 
management of these tumors. The subject 
continues to hold the spotlight wherever 
urologic surgeons gather. Until a cure for 
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carcinoma is discovered, it is my convic- 
tion that most tumors of the bladder can 
be managed more successfully by a prop- 
erly performed transurethral resection 
than by any other means. 

The great importance of early diagnosis 
should be emphasized, and the hazards of 
delay in locating the source of hematuria 
must be repeatedly pointed out. 

Factors such as the size and grade of 
the tumor or infiltration into and through 
the muscularis influence the prognosis of 
tumors treated transurethrally in the same 
manner as they influence that of tumors 
treated by open operation. The earlier the 
tumor is seen, the better the chance for 
cure and control. The presence of micro- 
scopic hematuria should be considered 
ample justification for cystoscopic exami- 
nation to determine its source. It is the 
conviction of many urologists, and I share 
in that conviction, that tumors that have 
not extended through the muscularis of 
the bladder are nearly all curable by trans- 
urethral resection. Early recognition 
means a good chance for cure, while late 
recognition means almost no chance for 
cure or control by any method. Meticu- 
lous care and technic, with particular at- 
tention to recognition of tissue as seen 
through the resectoscope, are essential to 
good results. Careful and persistent fol- 
low-up examinations, with resection of 
recurrent tumors as they occur, must be 
done to insure adequate control. 


ZUSAM MENFASSUNG 


Die Frage der Behandlung von Blasen- 
geschwiilsten hat noch keine befriedigende 
Antwort gefunden, und niemand ist offen- 
bar mit seiner Behandlung dieser Ge- 
schwiilste véllig zufrieden. Das Problem 
steht noch immer im Mittelpunkt der Er- 
érterungen in allen Versammlungen von 
Urologen. Der Verfasser ist tiberzeugt, 
dass, solange es noch kein Heilmittel fiir 
den Krebs gibt, bei Blasengeschwiilsten 
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eine sorgfaltig ausgefiihrte transurethrale 
Resektion ein erfolgreicheres Behand- 
lungsverfahren als alle anderen darstellt. 
Die grosse Bedeutung einer friihzeitigen 
Diagnose und die Gefahrlichkeit einer Ver- 
zogerung in der Bestimmung des Ur- 
sprungs einer Harnblutung kann nicht 
geniigend hervorgehoben werden. 

\ Faktoren wie die Grésse und die Rang- 
stufe der Geschwulst oder ihr Eindringen 
in und durch die Blasenmuskulatur beein- 
flussen die Prognose transurethral behan- 
delter Tumoren in derselben Weise wie die 
von Geschwiilsten, die mit offener Opera- 
tion behandelt werden. Je friiher die Ge- 
schwulst zur Beobachtung kommt, je bes- 
ser sind die Aussichten auf Heilung und 
Kontrollierung. Mikroskopische Harnblu- 
tungen geniigen, um eine Zystoskopie zur 
Bestimmung der Blutungsquelle zu recht- 
fertigen. Der Verfasser teilt die U>ver- 
zeugung vieler Urologen, dass fast alle 
Blasengeschwiilste, die nicht durch die 
Blasenmuskulatur hindurchgedrungen 
sind, durch transurethrale Resektion heil- 
bar sind. Friihzeitige Erkennung bedeutet 
gute Heilungsaussicht, spate Diagnose be- 
deutet keine Aussicht auf Heilung, gleich- 
giiltig welches Verfahren angewendet 
wird. Umsicht und sorgfaltige Technik mit 
besonderem Augenmerk auf Erkennung 
des durch das Resektoskop beobachteten 
Gewebes sind wesentlich zur Erzielung 
guter Resultate. Um eine Kontrollierung 
der Erfolge zu sichern, sind sorgfaltige 
und standige Nachuntersuchungen und 
Resektion von Geschwulstriickfallen, sowie 
sie auftreten, notwendig. 


RESUME 


Le probléme des tumeurs de la vessie 
n’a encore trouvé de solution définitive. 
Nul n’est apparemment entiérement satis- 
fait du traitement actuel de ces tumeurs, et 
ce sujet continue a étre l’un des plus dis- 
cutés lors de toutes les rencontres entre 
urologues. En attendant de disposer d’une 
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méthode de guérison du carcinome, 
l’auteur est convaincu que le meilleur trai- 
tement des tumeurs de la vessie consiste 
en une résection transuréthrale correcte. 
I] faut souligner l’importance du diagnos- 
tic précoce at attirer toujours 4 nouveau 
l’attention sur les risques résultant de tout 
retard a localiser la cause de |’hématurie. 

Des facteurs tels que le volume et le 
stade d’évolution de la tumeur ou son degré 
d’infiltration, influencent le pronostic des 
tumeurs traitées par voie transuréthrale 
de la méme facon qu’ils influencent celui 
des tumeurs opérées a ciel ouvert. Plus le 
diagnostic de la tumeur sera précoce, plus 
seront augmentées les chances de controle 
et de guérison. La présence d’une héma- 
turie microscopique devrait étre considérée 
comme justifiant amplement un examen 
cystoscopique afin de déterminer son ori- 
gine. De nombreux urologues sont con- 
vaincus—et l’auteur partage cette opinion 
—que les tumeurs de la vessie n’ayant pas 
envahi la musculature sont presque toutes 
susceptibles d’étre guéries par résection 
transuréthrale. Un diagnostic précoce offre 
de grandes chances de controle et de gué- 
rison, alors qu’un diagnostic tardif sup- 
prime presque toutes ces chances. Des 
soins méticuleux et une technique accor- 
dant une attention particuliére a la recon- 
naissance des tissus examinés au résecto- 
scope sont essentiels 4 de bons résultats. 
Il est indispensable de procéder a des 
examens de controle précis et répétés, avec 
résection des tumeurs récidivantes dés leur 
apparition. 


RIASSUNTO 


Non si é ancora trovata una risposta ai 
problemi dei tumori vescicali, e nessuno 
oggi é soddisfatto degli attuali metodi di 
trattamento. Io sono del parere che fino a 
quando non si trovera la cura del cancro, 
il modo migliore per trattare la maggior 
parte dei tumori vescicali é rappresentato 
dalla resezione transuretrale. Ha grande 
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importanza, naturalmente, la diagnosi pre- 
coce e ogni ritardo nel riconoscere la sor- 
gente di un’ematuria deve essere conside- 
rato pericoloso. 

La prognosi dei tumori trattati per via 
transuretrale dipende molto dalla loro 
sede, dalle dimensioni e dal grado di infil- 
trazione attraverso le tonache muscolari, 
allo stesso modo come quando si opera per 
via transvescicale. Quanto pit precoce- 
mente si aggredisce il tumore, tanto mi- 
gliori sono le probabilita di guarirlo o di 
controllarlo. La presenza di un’ematuria 
microscopica @ una ragione ampiamente 
sufficiente per eseguire la cistoscopia e 
stabilirne la sorgente. Molti urologi sono 
persuasi, e io condivido questa opinione, 
che tutti i tumori vescicali che non si siano 
propagati alla muscolare siano curabili con 
la resezione transuretrale. II riconosci- 
mento precoce é una garanzia di successo, 
mentre una diagnosi tardiva significa quasi 
invariabilmente |’impossibilita di cura o 
controllo con qualunque metodo terapeu- 
tico. Essenziale é la meticolosita nell’ese- 
cuzione della resezione, esplorando e ri- 
conoscendo ogni tessuto attraverso il cisto- 
scopio resettore; si deve poi seguire atten- 
tamente i] malato con frequenti controlli ed 
eventuale resezione delle recidive qualora 
si presentino. 


RESUMEN 


Todavia esta sin resolver el problema de 
los tumores vesicales. Aparentemente na- 
die esta atin satisfecho con su tratamiento. 
Este aunto contintia siendo una cuestién 
de importancia donde quiera que haya una 
reunion de urdlogos lasta tanto se descubra 
un tratamiento eficaz. El] autor esta con- 
vencido de que el tratamiento de los tumo- 
des vesicales por resecci6n transuretral es 
preferible a cualquier otro método. Debe 
insistirse en la importancia del diagnéstico 
precoz asi momo en no tardar en localizar 
el origen de cualquier hematuria. 

Ciertos factores como el asiénto, la na- 
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turaleza o el grado de infiltracién del 
tumor en la muscular influyen el pronds- 
tico en la mismo manera bién se traten 
transuretralmente o por el método abierto. 
Las probabilidades de curacién son tanto 
mayores cuanto mas precoz es el diagnos- 
tico. Una hematuria microscépica es mas 
que suficiente para tener que proceder a 
localizar su punto de partida. La mayor 
parte de los urdlogos estan de acuerdo en 
que cuando los tumores de la vejiga no han 
invadido la muscular son casi siempre cu- 
rables por la reseccién transuretral. El 
diagnéstico tardio empeora el pronostico. 

Para obtener un buén resultado tera- 
péutico se precisa una técnica escrupulosa 
con atencién particular a la identificaci6én 
de la tumoracion a través del resectoscopio. 
Para segurar un control adecuado se re- 
quieren exdmens sucesivos con reseccién 
de las recidivas tumorales que pudieren 
presentarse. 


SUMARIO 


Alinda nao se encontrou a resposta final 
para o problema dos tumores vesicais. 
Aparentemente, ninguém esta completa- 
mente satisfeito com o seu tratamento. O 
assunto confirma sempre em foéco, onde 
quer que urologos se reunam. Até que se 
descubra uma cura para 0 carcinoma, sou 
de opiniao, que a maioria dos tumores de 
bexiga podem ser tratados com mais exito, 
atravéz de resseccaéo trans-uretral adequa- 
damente feita do que por outros meios. 
Deve-se assinalar a grande importancia do 
diagnéstico precéce, e apontar constante- 
mente os acidentes na demora da localisa- 
cao da fonte de hematuria. 

Fatores tais como o tamanho e grau do 
tumor de infiltragéo para ou atrvéz da 
muscular influenciam o prognostico dos 
tumores tratados trans-uretralmente da 
mesma maneira como nos que se trata a 
céu aberto. Quanto mais cedo se descobre 
o tumor tanto maiores as probabilidades 
de cura e contréle. A presencga da hema- 
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turia microscépica deve ser considerada 
como ampla justificagdo para exame cis- 
toscépico na determinacao de sua fonte. E 
conviccao de muitos urologistas, entre os 
quais me coloco, que tumores vesicais que 
ainda nao se estenderam atravéz da ca- 
mada muscular da vesicula, sAo na sua 
maioria curaveis pela resseccéo trans- 
uretral. Reconhecimento precoce significa 
uma boa probabilidade de cura, enquanto, 
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se for tardia nao havera controle por ne- 
nhum método. S4o essenciais na obtencao 
de bons resultados, a técnica e os cuidados 
meticulosos principalmente no reconheci- 
mento de tecidos visiveis ao ressetoscopio. 
Exames pé6s-operatérios cuidadosos e per- 
sistentes, com resseccao dos tumores recur- 
rentes, a medida que aparecem dévem ser 
feitos no sentido de assegurar controle ade- 
quado. 


- «= 


= 


= SH HH OO Oo SS 


Freud was above all a biologist, and as such he studied mental diseases using 
biologic methods. His work culminated in the creation of a biologic psychiatry. 


The Freudian concept of anamnesis actually resurrected the ancient Assyrian 
ritual of studying not only the disease but also the biography of the patient. In 
contrast to the etiologic and pathophysiologic concept of the neuroses prevalent in 
his time, the great physician of the Berggasse demonstrated the extreme need for 
the dialogue with the patient. He thus transformed mental pathology from a 
visual science, as it was with Charcot, to an auditive science. Charcot saw neuroses; 
Freud heard them. Charcot dramatized neuroses; Freud practiced “auscultation” 
of the patient’s monologues with the same loving interest with which Laénnec aus- 


cultated the chests of his patients for rales. 


Freud was an “auditive” type. Even when he wrote he was actually speaking, 
and when we read him today we are listening to his voice. For Freud each word 
was an iridescent bubble charged with intimate meanings, a delicate mold im- 


prisoning an emotion. 


It was given to Freud to establish the value of the instinctive component in human 
life, to demonstrate the different modes of consciousness and the influence of the 
psyche upon the body, as well as the comprehensive, orderly integration into the 
biography of the patient of the event of disease. Freud began by studying man 
from the point of view of the natural sciences and pure biology and finished by 
having the patient accepted as a person and psychiatry as an anthropologic science. 


—Marti-I banez 
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Carcinoma of the Penis in Jamaica 


H. ANNAMUNTHODO, M.B., D.T.M. & H., F.R.C.S.* 


JAMAICA, WEST INDIES 


commonly in Jamaica and in other 

parts of the Caribbean, though 
hitherto there has been no _ published 
report of the disease in the British Carib- 
bean. In this paper, data on all cases of 
carcinoma of the penis treated at the 
University College Hospital of the West 
Indies from September 1952 to August 
1958 are presented. 

The University College Hospital of the 
West Indies, a general teaching hospital 
of 315 beds, was opened in September 
1952. During the first six years 68,000 
patients attended the clinics and 33,000 
were admitted to the wards of the hos- 
pital. The majority of patients live in the 
city of Kingston and its suburbs, but a 
small number come from other parts of 
the island. The racial group is predom- 
inantly Negro, with a small admixture of 
Indian, Chinese and European blood. The 
occupation of patients attending this 
hospital is mainly agricultural. 

Incidence.—In this period of six years, 
61 cases of carcinoma of the penis were 
treated at the University College Hospital. 
All but one (Fig. 1A) of these patients 
were admitted to the hospital and the 
diagnosis confirmed histologically. In a 
six-year period (January 1952 to Decem- 
ber 1957), 69 patients with carcinoma of 
the penis were admitted to the general 
hospital in the city of Kingston. 

Age.—Table 1 shows the ages of the 
patients in five-year groups. The youngest 


eos of the penis occurs 
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Data on 61 cases of carcinoma of 
the penis treated at the College Hos- 
pital, University of the West Indies, 
are reported, covering a period of 
six years. The various etiologic fac- 
tors are discussed, with particular 
reference to granuloma inguinale. 
The literature is reviewed, and the 
observations here set forth are com- 
pared with those obtained by other 
investigators. 











patient was 30 years of age and the oldest 
80. Sixty per cent of patients were be- 
tween the ages of 45 and 64 and 15 per 
cent were under the age of 40. 


Social Status.—Eighty per cent of the 
patients were of the lowest income group, 
employed as unskilled laborers in agricul- 
ture and industry. 

Sixty per cent of the patients were 
married. Among the unmarried, many 
were acknowledged parents. Fifty per 
cent of the patients had children. 

Duration of Disease.—The time of onset 
of the disease as stated by the patients 
is shown in Table 2. For this group of 
patients, many of whom are illiterate, 
this information is probably not entirely 
accurate. 

Phimosis and Circumcision.—None of 
these patients had been circumcised at 
an early age. Two were circumcised in 
adult life fourteen and twenty years, 
respectively, before the onset of the 
disease. In 2 patients the disease dated 
from a recent circumcision that had not 
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TABLE 1.—Ages of Patients with Carcinoma of 
the Penis in 5-Year Groups 








Age, Yr. No. of Cases 
30 to 34 2 
35 to 39 7 
40 to 44 4 
45 to 49 9 
50 to 54 10 
55 to 59 5 
60 to 64 12 
65 to 69 6 
70 to 74 3 
75 to 79 : 
80 and over 1 

Total 61 








TABLE 2.—Duration of Lesion 








Duration, Mo. No. of Patients 
i. Uncer 3 a arash i a 21 Scere he 
38% to 6 11 
6% to 9 8 
9% to 12 11 
12% to 24 sf 
Over 24 3 





healed; it was not possible to ascertain 
whether an early lesion was present at 
the time of circumcision. 

In 35 per cent of cases there was some 
degree of phimosis. In 2 there was 
marked phimosis, with obstruction to 
urinary outflow. In 8 patients the distal 
end of the penis was bulbous (Fig. 1B), 
and there was a bloody discharge from 
the preputial orifice or from fistulas of 
the prepuce; it was necessary to create 
a dorsal slit in order to obtain a biopsy 
specimen. In many cases the phimosis 


was of recent origin. In 30 per cent the 
distal part or even the whole shaft of the 
penis was destroyed, and the presence or 
absence of phimosis at the onset of the 
disease could not be ascertained. 
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Venereal Infection.—In 50 per cent of 
cases gonococcal infection at some time 
prior to the onset of the disease was 
indicated by the history or by a positive 
result from a gonococcal complement 
fixation test. 

The Wassermann reaction was positive 
in 55 per cent of cases, but it could not 
be ascertained whether the positive re- 
actions were due to syphilis or to yaws. 
Yaws is endemic in the peasant popula- 
tion in some areas of Jamaica. 

The complement fixation test for lym- 
phogranuloma venereum gave positive 
results in 50 per cent of cases. Many 
patients stated that they had had acute 
inguinal adenitis, and in others there were 
scars in the groins, probably resulting 
from healed buboes. 

Blood serologic tests were performed 
only for infections by treponema and 
gonococcus and for lymphogranuloma. In 
35 per cent of the patients the results 
were positive for at least two infections. 
It has not been possible to ascertain the 
incidence of granuloma inguinale (Dono- 
vanosis) infection. 

Extent of the Growth.—In 39 patients 
the tumor was confined to the distal end 
of the penis, beyond the coronal sulcus. 
In 22 patients the primary lesion was 
extensive; the shaft of the penis was in- 
volved, with destruction of part or the 
whole of the organ. 

There was no relation between the 
duration of the disease as stated by the 
patient and the extent of local spread or 
metastases to the lymph nodes. 

Treatment and Results.—The treatment 
of carcinoma of the penis in this hospital 
has been mainly surgical. Nonresectable 
or fungating metastases in the groin were 
irradiated. 

In the majority of cases the primary 
lesion was treated by amputation, the 
level of amputation varying with the 
extent of the growth. Amputation was 
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performed 2 to 2.5 cm. proximal to the 
tumor. Whenever possible, part of the 
penis was preserved. In the more radical 
amputation an anterior urethrostomy 
was preferred to a perineal urethrostomy ; 
when it was necessary to remove the 
whole shaft of the penis, a stump of 
urethra was preserved if possible and 
covered with a tube of scrotal skin to 
permit clearance of the scrotum during 
micturition in the standing position. For 
the very early carcinoma on the inner 
surface of a long prepuce, wide circum- 
cision was performed. 

Diagnosis of metastasis to the inguinal 
lymph nodes has been difficult. Small, firm 
lymph nodes, due to recurrent infection 
of the lower limbs, are normal in the 
Jamaican peasant. Fifty per cent of the 
patients have residual lymphadenopathic 
conditions from previous lymphogranu- 
loma venereum. In the majority of cases 
there is lymphadenitis from the grossly 
infected primary lesion. The mortality 
and morbidity rates of bilateral dissection 
of the groin contraindicate the operation 
as a routine procedure in all cases of 
carcinoma of the penis. The following 
policy in management of the lymph nodes 
has been adopted: 


1. No clinical evidence of lymph node 
metastases: The primary lesion only is 
treated, and the patient is kept under 
observation in the follow-up clinic. Dis- 
section of the groin is performed for 
lymphadenopathic change occurring after 
the operation when indicated by “positive 
biopsy.” 

2. “Doubtful” lymph nodes: When the 
primary lesion is confined to the distal part 
of the penis it is treated by partial am- 
putation, and the largest lymph node is 
removed for histologic examination at the 
same time. If the result of biopsy is posi- 
tive, bilateral groin dissection is per- 
formed, usually within three to four days. 
When a total amputation is required for 
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the primary lesion, bilateral groin dis- 
section is performed at the same time and 


the operative specimen removed en 
monobloc. 
3. Clinical evidence of lymph node 


metastases: Bilateral groin dissection is 
performed at the time of operation for 
the primary lesion, in discontinuity for 
partial amputation or en monobloc for 
total amputation. 

All patients, especially those on whom 
groin dissection has not been performed, 
are kept under observation in the follow- 
up clinic. 

In groin dissections in this hospital, 
the superficial fascia is removed from 10 
cm. above to 10 cm. below the inguinal 
ligament. The proximal 10 cm. of the 
saphenous vein and the contents of the 
femoral canal are included. Intraabdomi- 
nal lymph nodes are not removed. 

Emasculation is performed only for 
lesions spreading into the scrotum. Sul- 
fonamides or antibiotics are given in all 
cases, starting at least twenty-four hours 
before the operation and continuing in 
the immediate postoperative period. 

The results of treatment are sum- 
marized in Tables 3 and 4. 

Thirty-eight patients were treated ini- 
tially by wide circumcision, partial am- 
putation or total amputation. In 26 of 
these patients the lymph nodes did not 
appear to be involved on clinical examina- 
tion; in 10, biopsy of the lymph nodes 
gave negative results, and in 2 there were 
fixed or fungating groin nodes in the groin 
and the operation was performed for pal- 
liation. In 1 patient partial amputation 
was performed for recurrence after cir- 
cumcision. 

Eighteen patients were treated by am- 
putation or emasculation, and bilateral 
groin dissection was performed either 
immediately or within two weeks. In 
addition groin dissection was performed 
on 4 patients within a year of amputation. 
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TABLE 3.—Follow-Up of Patients After Circumcision or Amputation Without Groin Dissection 




























































Treatment 


A Circumcision 


only 


Palliative partial 


amputation 


Partial amputation 
for recurrence (A) 


Total amputation 


Palliative total 


amputation 


B_ Partial amputation 


C Partial amputation 
and node biopsy 


No. of 


Patients 


Follow-Up 


Interval 
Before 


Recurrence 


Subsequent 


Treatment Deaths 





2 


22 


10 


1 alive with no recurrence 
3 yr 6 mo. 
1 recurrence 


2 alive with no recurrence 
over 5 yr. 

5 alive with no recurrence 
4-5 yr. 

1 alive with no recurrence 
3-4 yr. 

1 alive with no recurrence 
2-3 yr. 

3 alive with no recurrence 
1-2 yr. 

4 alive with no recurrence 
under 1 yr. 

1 recurrence in groin 


1 recurrence in groin 


4 defaults in attendance 


1 alive without recurrence 
over 5 yr. 

2 alive without recurrence 
2-3 yr. 

3 alive without recurrence 
1-2 yr. 

2 alive without recurrence 
under 1 yr. 

1 recurrence in stump 


1 default 


Postoperative death 


Recurrence in stump and 
groins 


1 alive without recurrence 
3-4 yr. 

1 alive without recurrence 
2-3 yr. 


Defaulted 


6 mo. 


3 mo. 


9 mo. 


Lar. 


4 mo. 


Partial amputation. 
Later total amputa- 
tion and groin 
dissection (E) 


2 yrs. 4 mo. 


Bilateral groin 
dissection (J) * 
Bilateral groin 


dissection (J) * 1 yr. 6 mo. 


Total amputation and 
groin dissection (M)* 


2 days 


Total amputation and 
groin dissection (M)* 









*See Table 4. 
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In 3 cases, amputation and excision 
of fungating groin metastases were per- 
formed for palliation. In 1, suprapubic 
cystostomy was performed for uremia and 
‘acute retention of urine due to extensive 
recurrence after treatment by amputation 
in another hospital. One patient, with a 
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carcinoma that had destroyed the whole 
shaft of the penis, refused treatment. 
Mortality.—Eleven patients are known 
to have died (Table 5). Four deaths 
occurred within one month of the opera- 
tion; in 3 the operation was for palliation, 
to remove an infected tumor or to relieve 





TABLE 4.—Follow-Up of Patients After Amputation and Groin Dissection 








33 
S< 
Se 38 
$8 3& 
Treatment ZO tA Follow-Up Deaths 
H Partial amputation and 
immediate groin 
dissection 3 _ 1 alive with no recurrence 2-3 yr. 
+ 1 alive with no recurrence under 1 yr. 
I Partial amputation and 
groin dissection 
within 2 weeks 6 —_ 1 alive with no recurrence over 5 yr. 
+ 1 alive with no recurrence 3-4 yr. 
oh 2 alive with no recurrence 1-2 yr. 
+ 2 alive with no recurrence under 1 yr. 
J Partial amputation and 
late groin dissection 
within 1 yr. (B)* 2 + 1 alive with no recurrence 1-2 yr. 
4+ 9 mo. (B)* 
K Partial amputation and 
excision of groin mass 
(palliative) 3 + 1 mo. 
ct 6 mo. 
++ 1 yr. 3 mo. 
L Total amputation and 
groin dissection 3 + 1 alive with no recurrence 3-4 yr. 
_ 1 default. Recurrence in 1 yr. 
+ 1 default. Recurrence in 7 mo. 
M Total amputation and 
groin dissection for 
recurrence (C, E)* 2 _ 1 no recurrence 1-2 yr. 
+ 8 mo. (E)* 
N Emasculation and groin 
dissection 6 ~ 1, no recurrence over 5 yr. 
— 1, ne recurrence 2-3 yr. 
— 1, no recurrence under 1 yr. 
ao Incomplete excision—recurrence in 
operation scar in 1 month 7 mo. 
os Incomplete excision—recurrence in 
wound in 1 month 1 yr. 
— 1 mo. 





*See Table 3. 
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retention of urine. Six deaths occurred 
six months to one year and three months 
after treatment; in the cases of 4 of these 
patients, at the time of operation, com- 
plete removal of the groin metastases was 
impossible. One death was that of a pa- 
tient who refused operation. 

Altogether, of 10 patients who died after 
the operation, the operation was known 
to be incomplete in 7. Two of the remain- 
ing 3 patients were subjected to more than 
one operation for recurrent carcinoma. 

Forty-two patients are known to be 
alive and have no evidence of recurrence 
(Table 6). 

Morbidity.—In 10 patients a stricture 
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of the external urinary meatus developed 
after amputation. This followed a partial 
amputation in 6 cases and total amputation 
in 4. 

In no case did primary healing of groin 
incisions for lymph node dissection occur. 
Wound healing was delayed for at least 
six weeks in every case. After groin dis- 
section, edema of the thighs, scrotum and 
lower abdominal wall occurred in every 
case. Edema persisted, without recur- 
rence of tumor, in one-third of the cases 
for periods varying up to two years. 

Twenty-six patients who had undergone 
partial amputation were questioned as to 
their ability to have sexual intercourse 





TABLE 5.—Data on Patients Known to Have Died 











Deaths 
Early 
Case Metastases (Within 
No. Primary Lesion (Histologically Confirmed) Treatment 1 Mo.) Late 
1 Distal half of shaft Groin positive Palliative partial 
of penis + distant metastases amputation 2 days 
2 Complete destruction Groins positive Suprapubic cystostomy 
of penis (fungating) 24 hr 
3 Complete destruction Groins negative Emasculation and groin 
of penis dissection 1 mo 
4 Distal half of penis Groins positive Partial amputation and 
(fungating) excision of groin mass 
(palliative) 1 mo. 
5 Distal half of penis Groins positive Partiai amputation + 
(fungating) excision of groin mass 1 yr. 
(palliative) 3 mo. 
6 Distal half of penis Groins positive (fixed) Partial + excision of 
groin mass (palliative) 6 mo. 
7 Complete destruction Groins positive Emasculation and groin 
of penis dissection (incomplete) 7 mo. 
8 Recurrence in scrotum Groins positive Emasculation + groin 
after partial dissection (incomplete) 
amputation Lye. 
9 Recurrence in stump Groins positive Total amputation + 
after partial groin dissection 2 yr. 
amputation 3 mo 
10 Distal half of penis Groins positive Partial amputation + 1 yr. 
(9 mo. after amputation) late groin dissection 6 mo. 
11 Destruction of penis Not confirmed Refused treatment 10 mo. 
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after the operation; 8 patients claimed 
that coitus was satisfactory, one having 
achieved parenthood two and one half 
years after operation. Four patients had 
had the desire for coitus but had not 
attempted it; 1 patient tried but found it 
unsatisfactory. Thirteen patients have felt 
no desire for coitus. With a penile stump 
measuring more than 2.5 cm., satisfac- 
tory coitus was possible. There was no 
evidence of gross psychic disturbance after 
partial or total amputation in any of these 
cases. 

Recurrence.—Local recurrences were 
rare. In 1 case this occurred after circum- 
cision and in 1 after partial amputation; 
in both it was confirmed histologically. In 
1 case there was probable local recurrence 
after total amputation, but the patient de- 
faulted in attendance and histologic con- 
firmation was not obtained. All local re- 
currences appeared within one year. In 
addition, 2 patients were treated for re- 
currences within one year after partial 
amputation performed in other hospitals. 
In 1 there was extensive local recurrence; 
suprapubic cystostomy was performed for 
acute retention of urine. In the other 
patient the tumor had recurred in the 
scrotum. 

Metastatic lymph nodes in the groin be- 
came clinically manifest within a year of 
amputation in 4 cases. Two of the 4 
patients died of carcinoma within nine 
months, in spite of groin dissection. 

Pathologic Picture.—In 28 cases it was 
not possible to determine the site of origin 
of the lesion. In 33 the lesion appeared to 
have started in the following sites: 


Inner surface of prepuce 17 cases 
Glans penis 10 cases 
Coronal sulcus 4 cases 
Shaft of penis 1 case 
Multiple sites (prepuce and glans) 1 case 


In 35 cases the lesion was ulcerative and 
in 23 papilliferous. In 3 the macroscopic 
appearance was not stated. 


bo 
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TABLE 6.—Duration of Survival in 42 Patients 
Al've Without Recurrent Tumor 





Survival, Yr. No. of Patients 





Over 5 5 
4 to 5 5 
3 to 4 5 
2 to 3 7 
1 to 2 10 
0 to 1 10 

Total 42 








TABLE 7.—Histologic Data and Extent of Growth 
at First Attendance in 60 Cases 





__Hitelegte Date 





2 
® ' 
& 3 z na 3 &3 
Extent Fas Bes 3s % 
of Spread* EAS BAE OS & 
Tip of penis 
(no involvement 
of shaft) 19 1 25 
Spread to shaft 18 — 1 19 
Lymph node 
involvement 9 1 6 16 
Total 46 2 12 60 





*No histologic confirmation in 1 case. 


All growths were squamous cell carci- 
nomas and were classified as well differ- 
entiated, moderately differentiated or 
undifferentiated. Over 75 yer cent were 
well differentiated. The extent of spread 
in each group is shown in Table 7. Among 
12 patients with undifferentiated growths, 
there were metastatic lymph nodes in 6, 
in 3 of whom the groin masses were fixed 
or fungating. 

In 31 cases (50 per cent) there was no 
clinical evidence of lymph node metastases 
when the patient was first seen, and bi- 
opsies were not performed. Metastatic 
nodes were observed within a year in 3 
of these cases. In 11 patients the lymph 
nodes were “doubtful.” Biopsy revealed 
metastasis in only 1 case. In another, 
metastatic nodes were observed within a 
year; but this may be attributed to a re- 








currence in the penile stump. In 19 cases, 
a clinical diagnosis of lymph node metas- 
tases was made but was confirmed histo- 
logically in only 11. It would appear, 
therefore, that in at least 15 patients (25 
per cent), metastatic lymph nodes were 
present when the patient first sought treat- 
ment. 
COMMENT 


Carcinoma of the penis is a world-wide 
disease. It would therefore be of interest 
to compare observations on cases in this 
area, where no previous study of the dis- 
ease has been made, with those of authors 
who have studied it in other countries. 

Incidence.—There is a regional and 
racial variation in the incidence of the 
disease. In the United States and Great 
Britain, carcinoma of the penis constitutes 
2.5 per cent of all carcinoma in the male; 
in continental Europe, 4.9 per cent; and 
in India, China and other far eastern coun- 
tries, 18 to 22 per cent.! The average num- 
ber of deaths per year from carcinoma of 
the penis in England and Wales is 150, 
and in the United States? 225. 

With the exception of Jews, carcinoma 
of the penis occurs in all races. Lederman* 
has suggested a racial immunity in Jews, 
but Wolbarst* disagreed with this. In the 
United States the disease has been studied 
in the two main racial groups. Barney® 
reported 93 such tumors in white Ameri- 
cans and found in the literature only 1 
report of carcinoma of the penis in a 
Negro. On the other hand, Negroes con- 
stituted 7 per cent of Dean’s*® and 30 per 
cent of Furlong and Uhle’s cases.‘ In the 
United States, carcinoma of the penis 
accounts for 4 per cent of all carcinoma in 
Negroes and only 0.7 per cent of carcinoma 
in whites.’ Schrek® stated that cutaneous 
carcinoma, excluding the penis, was seven 
times as common in whites as in Negroes, 
while carcinoma of the penis was five and 
a half times as common in Negroes as in 
whites. In Paraguay, carcinoma of the 
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penis constitutes 8.6 per cent of all carci. 
noma and accounts for 1.7 per cent of all 
deaths therefrom.'® It has not been pos- 
sible to study the disease in ethnic groups 
in Jamaica, since more than 90 per cent of 
the population is Negro. All patients 
treated at the University Coilege Hospital 
of the West Indies were Negroes. 


Etiologic Factors—Carcinoma of the 
penis is rare among patients circumcised 
in infancy. There was no Jewish patient 
among 43,000 in Israel.'!! There were 
no Jews among 120 patients with this 
tumor at the Memorial Hospital, in spite 
of the fact that Jews formed a large pro- 
portion of the patients in general.® Alto- 
gether, only 4 cases of carcinoma of the 
penis have been reported as occurring in 
Jews who have undergone ritual circum- 
cision.’ Of 75 cases, Lederman? noted only 
3 in which the patients were circumcised 
in infancy. Staubitz and his co-workers” 
reported 204 cases occurring entirely 
among uncircumcised persons. Ninety- 
seven per cent of 1,200 patients with car- 
cinoma of the penis in hospitals of four 
Indian Divisional Authorities were Hin- 
dus, whereas 21 per cent of the patients 
attending these hospitals were Muslims. 
Carcinoma in other parts of the body were 
distributed equally among Hindus and 
Muslims.'* Wolbarst‘ stated that there is 
no racial immunity in Jews or Muslims; 
the low incidence is related to the practice 
of ritual circumcision, almost complete 
protection being provided by circumcision 
in infancy. No patient with carcinoma of 
the penis treated at the University College 
Hospital of the West Indies had been cir- 
cumcised in infancy. The disease has 
dated from recent unhealed circumcision 
in 5 to 15 per cent of the cases reported.™ 
Bowing and others’ obtained a history 
of recent circumcision in 35 per cent of 
195 cases, which might suggest that cir- 
cumcision in adult life predisposes to 
carcinoma! 
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In 20 to 80 per cent of the cases phimosis 
was present.'* Phimosis is often associated 
with chronic balanitis, which predisposes 
to carcinoma. The disease occurs mainly 
in the lower social groups and is common 
where the standard of genital hygiene is 
low. Plaut and Kohn-Speyer'’ have dem- 
onstrated the carcinogenic action of smeg- 
ma in mice. A retractable foreskin does not 
insure against the accumulation of smeg- 
ma.'® Retention of urinary products may 
be a factor.!” 

In a high percentage of cases the pa- 
tients have had gonorrhea or syphilis.’ 
The incidence of venereal disease in pa- 
tients with carcinoma of the penis is 
higher than in the general population,”° 
and the disease probably starts at an 
earlier age in these patients.® Several cases 
in which the growth arose in the scars of 
healed chancres have been reported. 
Staubitz and other! stated that either 
syphilis or gonorrhea either predisposes 
to carcinoma or there is some factor pre- 
disposing to both venereal infections and 
carcinoma—for example, poor sex hygiene. 
Bercovitz?! and Ngai'® observes no rela- 
tion to syphilis in their cases. 

Lenowitz and Graham® mentioned gran- 
uloma inguinale (Donovanosis) in the dif- 
ferential diagnosis. Granuloma inguinale 
is characterized by an ulcerative lesion on 
the external genitalia, the groins, the 
lower part of the abdominal wall, the 
perineum and the perianal skin. It heals 
with a thin scar, which is depigmented in 
the dark races. Granuloma inguinale is a 
common disease in Jamaica. Granuloma 
inguinale is precancerous and probably 
accounts for some cases of carcinoma of 
the penis and vulva in Jamaica. Unfor- 
tunately, in the presence of neoplastic 
change and gross secondary infection the 
Donovan bodies, which are diagnostic of 
granuloma inguinale, are not demon- 
strated. A complement fixation test for 
granuloma inguinale has not been per- 
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Fig. 1.—Destruction of distal portion of penis in 
patient aged 19, due to granuloma inguinale. 
Treated by partial amputation. 


formed in these cases. Granuloma in- 
guinale may produce gross destruction and 
deformity of the penis (Fig. 1). In Ja- 
maica it is believed that carcinoma may 
arise in the scars of these distorted organs. 

In Jamaica, lymphogranuloma _ vene- 
reum infection occurs commonly. In more 
than 50 per cent of cases of carcinoma of 
the penis the result of a complement fixa- 
tion test for lymphogranuloma venereum 
is positive. The role of this infection in 
the etiology of carcinoma of the penis is 
difficult to assess. 

In addition, chronic granulomatous 
penile lesions of doubtful cause are com- 
monly seen. These lesions are often in- 
distinguishable from carcinoma on clinical 
examination. Histologically there is much 
epithelial unrest. These lesions should be 
regarded as precancerous and should be 
treated by excision or even by amputation 
if rapid healing is not obtained with anti- 
biotic therapy. In 1 patient with this type 
of lesion who defaulted in attendance for 
three years and returned in January 1959, 








there was an extensive carcinoma con- 
firmed histologically. 

Other precancerous lesions of the penis 
are leukoplakia, papillomatosis, the 
chronic balanitis associated with dia- 
betes,'* and the erythroplasia of Queryat.*" 
All chronic granulomatous or ulcerative 
lesions on the penis that fail to heal 
rapidly should be treated with suspicion 
and a biopsy performed. 

Among the cases at the University Col- 
lege Hospital, the condition in 1 started in 
the sear of vitiligo (Fig. 2). Another pa- 
tient had chronic lupus erythematosus. 
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Fig. 2.—Carcinoma of penis in patient with vitiligo, aged 75. 
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Squamous cell carcinoma of the face 
arising in lupus erythematosus nus been 
described.?* 

There was a history of trauma in 3 to 
10 per cent of the cases.* Dean has ex- 
pressed doubts whether trauma is an 
etiologic factor. In 120 cases at the Memo- 
rial Hospital there was no history of 
exposure to industrial irritants, whereas 
such a history was obtained from all 
patients with carcinoma of the scrotum.‘ 
Among the patients at the University 
College Hospital there was no history of 
trauma or exposure to irritants. 





Partial amputation was done, re- 
sulting in survival for more than five years without recurrence, 
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McFarland?’ described 8 cases of carci- 
noma of the penis in patients whose wives 
had cervical carcinoma. Other authors 
have found no evidence of the role of 
carcinoma of the cervix in the causation of 
carcinoma of the penis. 

The cases of patients with a family 
history of carcinoma of the penis have 
been reported, but these are rare.”® 

Hepler”? reported the case of 1 patient 
with carcinoma of the penis who later died 
of carcinoma of the larynx. Similar cases 
have been reported.** Of the patients 
whose cases are here reported, carcinoma 
of the middle third of the esophagus, histo- 
logically confirmed, developed more than 
five years after successful treatment of 
carcinoma of the penis. 

Age.—The highest incidence of carcino- 
ma of the penis is observed in persons in 
the fifth, sixth and seventh decades of life. 
The disease is rare in those under the age 
of 40.'* Only 2 of 261 patients reported 
by Riveros and Gorostiaga'® were under 
40. It appears that the disease occurs at 
an early age in the Chinese.*® Most of the 
larger series of cases reported have in- 
cluded patients under 30. Freyer®® and 
Harlin”® have reported on patients aged 15 
and 18 respectively. Creite®! and Kini* 
have reported the occurrence of carcinoma 
of the penis in children 2 years old. The 
youngest patient treated at the University 
College Hospital in the six-year period was 
30, and 15 per cent of the patients were 
under 40. 

Treatment.—There has been no uniform 
policy in treatment of carcinoma of the 
penis. In general, treatment has been 
surgical only, irradiative only or a combi- 
nation of operation and irradiation. 

The surgical procedures have varied 
from wide extirpation of the primary 
lesion by circumcision in a few cases, or 
by amputation in the majority of cases, 
to the extended radical operation with 
removal en bloc of the penis and lymphatic 
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drainage area, including the intrapelvic 
lymph nodes, even for the early lesion.** 
Most authors perform emasculation only 
for an extensive lesion with involvement 
of the scrotum, but Riches** has advised 
emasculation whenever total amputation is 
performed. 

The main point of controversy has been 
the treatment of the lymphatic drainage 
area, with the problem of diagnosing 
lymph node metastases on the one hand, 
and the morbidity and mortality rates as- 
sociated with groin dissection on the other. 
The morbidity rate of groin dissection due 
to delayed healing may be reduced by 
closure of the wound with a rotation flap.*” 
The high mortality rate (7 to 20 per cent) 
of groin dissection in the presence of in- 
fection** appears to contraindicate its rou- 
tine employment in the early stages. Camp- 
bell?? advised amputation only in the first 
instance and groin dissection for persistent 
lymphadenopathic conditions six weeks 
later. 

Good results have been obtained from 
treatment of the small primary lesion by 
surface radium irradiation, radium im- 
plantation or roentgen rays. The results of 
treatment of metastatic lymph nodes of the 
groin by irradiation have been poor. Pre- 
operative irradiation of the groin is rarely 
done and probably has little value. It delays 
wound healing in an area where wound 
healing tends normally to be slow. For 
the same reason, postoperative irradiation 
is rarely employed. Engelstad' and 
Bloomfield,?® however, have obtained good 
results from treatment of the primary 
lesion and the lymph nodes by irradiation 
only. Riches?‘ recommended irradiation 
of the lymph nodes. Lenowitz and Gra- 
ham® suggested that postoperative irra- 
diation reduces the incidence of recur- 
rence in the groin. Cox*®® condemned any 
prophylactic treatment, either by surgical 
intervention or by irradiation, of the lym- 
phatic drainage areas, 











Amputation for palliation is performed 
to relieve the patient of a grossly infected 
growth. Fixed or fungating metastases in 
the groin are usually irradiated. Excision 
of a foul necrotic mass in the groin without 
radical groin dissection relieves the patient 
of a source of sepsis. 

In this hospital the policy has been to 
perform groin dissection only in cases 
selected because the lymph nodes appear 
to be the seat of metastases on clinical 
examination, or because metastases have 
been detected on lymph node biopsy in 
“doubtful” cases. 


Prognosis.—When the lesion is confined 
to the distal part of the penis the prognosis 
is good, with about 50 per cent five-year 
survival after treatment by amputation, by 
irradiation only or by the more radical 
procedures. Regardless of the method of 
treatment, the prognosis in the presence of 
metastatic lymph nodes is poor. Barney® 
and Barringer?* had no five-year survivals 
among patients with lymph node metas- 
tases, but other authors have had better 
results.*6 The more radical the operation, 
the lower the recurrence rate among the 
survivors, but the higher the immediate 
mortality rate and the greater the mor- 
bidity. 

Recurrence in the stump is rare. Nearly 
all recurrences, whether in the stump or 
in the groin, occur within two years, the 
majority within one year. In general, the 
malignancy of carcinoma of the penis 
appears to be low. With early diagnosis 
and treatment, the results should compare 
favorably with those obtained for carci- 
noma in the exposed cutaneous surface of 
the body. 

In Jamaica, the prognosis for carcinoma 
of the penis in the absence of groin metas- 
tases appears to be good, but the follow-up 
is too short to permit dogmatic pro- 
nouncements (Table 6). 

Pathologic Picture.—The lesion starts 
as an ulcer or nodule in the preputial sac, 
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on the inner surface of the prepuce, in 
the coronal sulcus or on the glans penis. 
It spreads to involve the whole sac. Rarely 
it starts on the shaft of the penis. 

The macroscopic appearance may be 
either that of a carcinomatous ulcer or 
that of a papilliferous growth. Among the 
University College Hospital cases, 35 
growths were ulcerative and 23 papillifer- 
ous. The ulcerative growth tends to be 
more invasive, with early metastases to the 
lymph nodes. The papilliferous growth 
tends to be more destructive. In many 
of the patients attending the University 
College Hospital part or the whole of the 
shaft of the penis was destroyed and in 
son.2 cases the scrotum was infiltrated. 

Metastasis from carcinoma of the penis 
occurs mainly to the lymph nodes of the 
groin. The incidence of groin metastases 
bears no definite relation to the size of the 
primary lesion. Lenowitz and Graham‘ 
stated that there may be no lymph node 
spread, even with extensive lesions. This 
has been the experience at the University 
College Hospital. Barney® had no case of 
spread beyond the groin, but Schreiner*' 
noted distant metastases in the absence of 
groin metastases. Recurrence in the am- 
putation stump is rare; spread to the 
lymph nodes takes place, therefore, mainly 
by embolism. 

The diagnosis of lymph nodes metas- 
tases is difficult. In 60 to 80 per cent of 
cases there is inguinal lymphadenopathic 
change.*® Riveros and Gorostiaga!® ob- 
served this in 100 per cent of 261 cases. Ex- 
perience at the University College Hospital 
has been similar. In 70 to 75 per cent of 
such cases the involvement is bilateral.*' 
In 40 to 60 per cent of cases the lym- 
phadenopathic condition is inflammatory 
and will disappear once the infected pri- 
mary lesion has been removed. 

In the Birmingham Hospitals*’* the 
error in diagnosis of the lymph node was 
6 per cent, but it may be up to 50 per 
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cent.” In Jamaica, chronic lymphaden- 
opathic conditions due to recurrent infec- 
tion of the lower limbs and previous 
lymphogranuloma venereum infection in- 
creases the incidence of enlargement of the 
lymph nodes. 

Implantation in the scrotum is rare.’ 
In spite of the vascularity and early inva- 
sion of the corpora cavenosa, metastasis 
via the blood stream is rare and occurs 
late. Pulmonary metastases occur in 2 to 
5 per cent of cases.** Bone metastases have 
been reported.* Horn and Nesbit’ stated 
that the liver is the favorite site of metas- 
tases. Rarer sites are the testes, seminal 
vesicles, prostate and peritoneum.** 


Seventy-five per cent of growths were 
well differentiated squamous cell carcino- 
mas. This conforms with observation else- 
where. Histologically there was evidence 
of gross inflammatory reaction in every 
case. 

Cases of other malignant tumors of the 
penis have been reported because of their 
rarity. Lenowitz and Graham reported 1 
case of basal cell carcinoma among 139 
cases of carcinoma of the penis; Staubitz 
and his associates,!? 1 in 204 cases. Hudson 
and his co-workers*® stated that in the 
penis the malignancy of basal cell carci- 
noma is greater, in contrast to the common 
rodent ulcer, and Fowler and Dorman*é 
have reported 1 case of metastases to the 
inguinal nodes. Adenocarcinomas are rare; 
Lenowitz and Graham’ have reported 1 
case with a probable origin in the preputial 
gland. Transitional cell carcinomas aris- 
ing in the urethra are rare. Cases of 
malignant melanoma,*? fibrosarcoma,*® re- 
ticulum cell sarcoma,*® Kaposi’s angiosar- 
coma®® and myosarcoma®! have been re- 
ported. McDonald and Heckel®? reported 
a case in which carcinoma and fibrosar- 
coma occurred simultaneously. The penis 
is rarely the site of metastatic growth. Up 
to 1955, only 40 cases were reported.** 
Espinosa et al.*4 state that the common site 
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of the primary lesion is the prostate. 
Metastasis from giant cell tumors of the 
femur has been reported. 

All malignant tumors of the penis 
treated at the University College Hospital 
of the West Indies were squamous cell car- 
cinomas. No metastatic tumors of the penis 
have been observed. 


ZUSAM MENFASSUNG 


Es wird ueber Erfahrungen mit einund- 
sechzig Faellen von Peniskarzinom, die 
innerhalb von sechs Jahren im University 
College Hospital in Westindien behandelt 
wurden, berichtet. Die ursaechlichen Fak- 
toren werden unter besonderer Berueck- 
sichtigung des Granuloma inguinale eroer- 
tert, ein Ueberblick ueber die einschlaegige 
Literatur wird gegeben, und die Beobach- 
tungen des Verfassers werden mit denen 
anderer Autoren verglichen. 


RESUME 


Soixante-et-un cas de carcinomes du 
pénis traités au University College Hos- 
pital, Indes occidentales, pendant six ans, 
sont analysés. L’auteur discute les facteurs 
étiologiques, en insistant sur le granulome 
inguinal, passe en revue la littérature, et 
compare ses données avec celles d’autres 
auteurs. 

RIASSUNTO 


Vengono riferiti i dati relativi a 61 casi 
di cancro del pene trattati nel periodo di 
6 anni all’ University College Hospital delle 
Indie Orientali. Dopo una rassegna della 
letteratura vengono discussi i fattori 
etiologici, e in particoiare il granuloma 
inguinale, e presentati i risultati della 
terapia. 

RESUMEN 


Se presenta un trabajo sobre 61 casos 
de carcinoma peneano tratados en el Hos- 
pital del Colegio Universitario de las In- 
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dias Occidentales en seis afios. En el tra- 
bajo se discuten los factores etiolégicos 
con referencia particular del granuloma 
maligno; se revisa la literatura y se com- 
pletan los datos con los de otros anteriores. 


SUMARIO 


Informa os dados obtidos em 61 casos de 
carcinoma do penis tratados na University 
College Hospital, durante seis anos. Dis- 
cute os fatores etiologicos, refere 0 granu- 
loma inguinal reve a literatura e compara 
os dados com os de outros autores. 


Author’s Note: I wish to thank the members of 
the Department of Surgery for permission to in- 
clude their cases in this report. 
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The least pain in our little finger gives us more concern and uneasiness, than the 


destruction of millions of our fellow-beings. 


—Hazlitt 


Self-sacrifice enables us to sacrifice other people without blushing. 


—Shaw 


It is never too late to give up your prejudices. 


Thoreau 
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HE pro vita incidence of prostatic 
"| carcinora is well known. According 
to Jewett,! in men past 50 it is no 
less than 14 per cent; according to Flocks,? 
it is 15 per cent in men over 55. Harst 
and Bergman® have stated that 42 per cent 
of men between the ages of 80 and 90 have 
this malignant disease; from 85 to 90 the 
percentage increases to 71, and in the old- 
est group, from 90 to 99, it increases to 
80. Should men become able to survive the 
eleventh decade of life, all of them would 
have prostatic carcinoma! 
The most important factor in the treat- 
ment of prostatic carcinoma is, of course, 
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The value of routine rectal exami- 
nation and transperitoneal needle 
biopsy, in addition to the various 
other diagnostic methods, deserves 
emphasis in the diagnosis of carci- 
noma of the prostate. Some patterns 
of perineural lymphatic invasion are 
presented; these were observed in 
prostatic tissue obtained with the 
Franklin-Vim Silverman needle from 
asymptomatic patients suspected of 
having prostatic carcinoma. Early 
diagnosis permitted radical surgical 
intervention. 
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an early diagnosis, at a stage in which 
radical operation can offer a prospect of 
cure. Any operation claiming to be a radi- 
cal prostatectomy involves removal of the 
entire prostate, with its capsule, the semi- 
nal vesicles and at least the proximal por- 
tion of the vesical neck. 

Prostatic carcinoma in its early stages, 
however, is entirely symptomless. The first 
clinical manifestations are those due to 
obstruction: dysuria, slow stream, fre- 
quency of urination and/or complete reten- 
tion of urine. Low back or hip pain, prob- 
ably indicative of metastases, is next in 
order of frequency. Clearly, then, symp- 
toms of prostatic carcinoma at a stage 
prior to its spread to distant structures, 
resulting in pain, are not characteristic of 
the disease. The progressive ureteral com- 
pression can produce asymptomatic anu- 
ria, and often anuria ‘“‘d’emblée” is a sign 
of advanced prostatic carcinoma. 

The level of acid phosphatase in the 
serum is often elevated in the presence of 
prostatic carcinoma. This is particularly 
evident when metastases are present, sig- 
nificantly high readings being obtained in 
approximately 80 per cent of cases; with- 
out evidence of osseous metastases the 
proportion falls to about 30 per cent. In 
many of our cases in which there were 
proved metastases from carcinoma of the 
prostate the levels of acid phosphatase in 
the serum were normal. 

Prostatic fluid is extremely rich in acid 
phosphatase, containing 2,000 to 4,000 








VOL. 35, NO. 1 


King Armstrong units per milliliter, hence 
it would be necessary for only a small 
amount of prostatic fluid to “leak” into the 
circulation to raise the serum acid phos- 
phatase level. This explains why the serum 
acid phosphatase level may be elevated 
after massage for benign prostatic hyper- 
trophy or after any prostatic manipula- 
tion. In 1 of our cases a value of 17 
Bodansky units after transurethral resec- 
tion for benign prostatic hypertrophy was 
noted. Stewart and his associates‘ re- 
ported 1 case of prostatic infarct with a 
very high level of serum acid phosphatase. 
Hudson and his co-workers’ have explained 
how altered liver function can elevate the 
serum acid phosphatase levels. 


Because these increased values are as- 
sociated with conditions other than pros- 
tatic carcinoma, certain modifications of 
the test are necessary to allow for the 
quantity of enzyme produced from extra- 
prostatic sources, such as the formal- 
dehyde inactivation method of Abul Fad’l 
and King, Herbert’s alcohol procedure, and 
the 1-tartrate method of Fishman and 
Lerner. Mathes, Richmond and Sprunt,® 
using the 1-tartrate method of Fishman 
and Lerner, observed increased levels of 
prostatic serum acid phosphatase in 2 per 
cent of the population, but these levels 
were not maintained. There is no evidence 
that these evanescent elevations are patho- 
logically significant. Early, localized car- 
cinoma of the prostate suitable for radical 
surgical treatment cannot be detected by 
the levels of prostatic serum acid phospha- 
tase, in spite of the fact that this test 
appears to be 30 to 40 per cent more sen- 
sitive than is that for total serum acid 
phosphatase. 

Cooper and Imfeld,’ in preliminary stud- 
ies, suggest that in the presence of pros- 
tatic carcinoma there is a significant al- 
teration in citrate synthesis. They say that 
it is possible that assays of prostatic 
citrate and aconitate may be valuable in 
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the detection of latent or incipient carci- 
noma of the prostate. Further studies are 
necessary before any definite value can be 
granted to such assays. 


When routine rectal examinations! are 
frequently performed, opportunities for 
the detection of operable growths are cor- 
respondingly increased, but never can a 
definitive diagnosis be made. Early in the 
course of the disease, not all carcinomas of 
the prostate are hard, nor is every hard 
prostate harboring carcinoma. There are 
many possible causes (e.g., calculi, tuber- 
culosis, infarcts, chronic prostatitis and 
perivesiculitis) for the indurated prostate 
clinically detected. On the other hand, in 
the comparatively young (40 to 50 years 
old) we have often seen soft carcinomas of 
the prostate that cannot be detected on 
rectal examination and usually appear to 
be of a high degree of malignancy. The 
fact that there are both soft and hard car- 
cinomas explains why in some cases it is 
easy to introduce a needle within the tumor 
and in other cases extremely difficult. This 
experience is encountered when fluids are 
injected, such as TEM, thio-TEPAS® or the 
one we use, a mixture of TEM, cortisone, 
estrogens and antibiotics. The existence 
of both soft and hard carcinomas is also 
verified when one takes a transperineal 
microbiopsy specimen by means of the 
Franklin-Vim Silverman needle technic. In 
cases of hard carcinoma the specimen is 
very definite, but it is not so compact when 
taken from a soft one. There are, without 
a doubt, soft carcinomas that do not pre- 
sent hard nodules and are very difficult to 
diagnose in the beginning. 

In cases of suspected carcinoma a de- 
finitive, microscopically proved diagnosis 
must be made before treatment can be de- 
termined. No patient should be given a 
life sentence to hormonal therapy and 
castration, or undergo total prostatectomy, 
without microscopic proof. 

It is not always easy to make a positive 
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Several histologic patterns of perineural lymphatic invasion by prostatic carcinoma cells. 


microscopic diagnosis of prostatic carci- 
noma, as witness 1 of our cases in which 
several pathologists, after examining the 
same slides, offered the following diag- 
noses: the largest number, “carcinoma” ; 
a few, “small pattern cell carcinoma,” 
“inactive carcinoma,” “‘no biological carci- 
noma,” and “latent carcinoma.” The rest 
expressed the opinion that there was peri- 
neural lymphatic invasion. The patient’s 
history, the survival and the exjuvantibus 
treatment subsequently proved that the 
lesion was inflammatory. 

Cytologic studies (Papanicolau) in the 
diagnosis of early carcinoma of the pros- 
tate have only limited value, owing to the 
fact that the neoplasm is nonexfoliative.® 
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Trans- 

perineal biopsy specimen of prostate, taken with Franklin-Vim Silverman needle, in asymptomatic 

patients suspected of having prostatic carcinoma at routine rectal examination. A, longitudinal sec- 

tion of a nerve; B, high power view of same image; C, enormous carcinomatous infiltration in peri- 
neural lymphatic in transverse section of nerve; D, oblique section of another nerve. 


The biopsy by resectoscope is also a very 
poor method. If carcinoma is present in 
the specimen obtained with the resecto- 
scope, the disease is at a stage too far ad- 
vanced for radical operation. 

The transperineal needle biopsy is of 
great value in the diagnosis of early, clini- 
cally suspected carcinoma of the prostate. 

One of the interesting features, though 
often most difficult to prove, is perineural 
lymphatic invasion in a case of prostatic 
carcinoma. 

Metastatic spread from carcinoma of the 
prostate cannot be ascribed solely to the 
perineural lymphatic route. A more likely 
channel would appear to be the connection 
between the periprostatic venous plexus 








VOL. 35, NO. 1 


and the vertebral veins, as was demon- 
strated for us in a series of studies dedi- 
cated to pelvic venous circulation (phle- 
bograms).'° There is roentgenographic 
and histologic evidence of communication 
between the prostate and bone and be- 
tween a prostatic tumor and osseous me- 
tastases. 

It is not easy to prove the occurrence of 
perineural lymphatic invasion in every 
tissue, and only in or near the prostate 
itself has it been seen. Direct spread from 
the lymphatics to bone has not been 
observed. Perineural lymphatic invasion 
within the prostate can be seen in very 
early stages of the carcinoma, at a time 
when there are as yet no symptoms. The 
discovery of perineural invasion is often 
the best microscopic evidence of malig- 
nancy, but there is no relation, as was 
pointed out by Dixon and Moore, between 
perineural lymphatic invasion and pain. 
We have detected perineural lymphatic in- 
vasion in suitable tissue obtained by needle 
transperineal biopsy from asymptomatic 
persons in whom prostatic carcinoma was 
suspected during routine rectal examina- 
tion (Fig. 1). 

A somewhat difficult question, therefore, 
arises: Which cases are suitable for radical 
prostatectomy ? 

There is general agreement as to the 
type of treatment in the very early stages 
(an isolated nodule, without local invasion 
or metastases, and the prostatic serum acid 
phosphatase level normal), and also in 
those cases in which there are metastases, 
high serum acid phosphatase levels and 
local signs of invasion. Between these 
two limits there are many cases in which 
it is difficult to decide whether or not to 
operate, knowing that the future of the 
patient depends upon this decision. 


CONCLUSIONS 


1. Perineural lymphatic invasion is of- 
ten the best microscopic evidence of malig- 
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nant prostatic change. Perineural lym- 
phatic invasion within the prostate may be 
seen at a very early stage of the carcinoma, 
in completely asymptomatic patients. 

2. Determination of the serum acid 
phosphatase level, total or prostatic, is not 
of value for an exact diagnosis of early 
prostatic carcinoma. Further studies are 
necessary before any definite value can be 
granted to citrate and aconitate assays. 

3. Examination by rectal palpation is 
undoubtedly a valuable diagnostic aid, but 
a definitive diagnosis can never be made. 
Early in the course of the disease not all 
carcinomas of the prostate are hard, and 
not every hard prostate indicates carci- 
noma. In young men early carcinoma of 
the prostate can be soft. 

4. Cytologic examination of the pros- 
tatic secretions offers uncertain results in 
a large percentage of cases. It is of no 
value in diagnosing early carcinoma of the 
prostate. 

5. Biopsy by resectoscope is a very poor 
method for the diagnosis of a prostatic 
neoplasm in its early stages. 

6. Transperineal needle biopsy has 
great value in the diagnosis of early, clini- 
cally suspected carcinoma of the prostate. 

7. There is a marked disparity in per- 
sonal criteria of operability. The possi- 
bility is noted that prostatic carcinoma 
may be more localized than it appears on 
rectal examination, owing to inflammatory 
reaction. 

8. A treatment exjuvantibus (estrogens, 
TEM, thio-TEPA, cortisone, radioactive 
isotopes within the tumor, in addition to 
general treatment and radiotherapy) may 
reveal a carcinoma considered inoperable 
on rectal examination to be suitable for 
radical operation. 

9. Radiotherapy, isotopotherapy, treat- 
ment with estrogens, orchiectomy, trans- 
urethral resection, etc., in the treatment of 
prostatic carcinoma, will permit years of 
survival in relative comfort and physio- 
logic improvement in the urinary tract. 
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The type of treatment selected will be 
further influenced by the knowledge that 
apparently localized primary growths are 
not infrequently associated with concealed 
metastases. On the other hand, a con- 
siderable number of patients with large 
local lesions do not have local pelvic lym- 
phatic involvement. 

These considerations, in part, account 
for the disparity between the operability 
rates reported from different clinics. Most 
of them report a 5 per cent rate of opera- 
bility for carcinoma of the prostate, but 
the Brady Urological Institute at Johns 
Hopkins Hospital’ recorded a 22.7 per cent 
rate from 1937 to 1943, and The Walter 
Reed Army Hospital a 54.5 per cent rate 
from 1940 to 1952." 

In some cases of prostatic carcinoma 
considered suitable for radical operation 
there is a possibility that the impression 
of local invasion obtained by rectal palpa- 
tion may be due to a nonspecific perifocal 
inflammatory reaction; if this is correct, 
total prostatectomy is the treatment of 


choice. 
ZUSAM MENFASSUNG 


Neben verschiedenen Verfahren zur 
Diagnostizierung des Prostatakrebses wird 
besonders der Wert der routinemassigen 


Mastdarmuntersuchung in Verbindung mit — 


Probeexzision durch transperinealen Na- 
delstich hervorgehoben. Es werden einige 
histologische Formen perineuraler lym- 
phatischer Ausbreitung der Geschwulst 
dargestellt. Diese kamen im Prostatage- 
webe, das mit der Franklin-Vim Silver- 
manschen Nadel von karzinomverdachti- 
gen Patienten gewonnen war, zur 
Beobachtung. Die friihe Diagnose ermég- 
lichte radikales operatives Vorgehen. 


RESUME 


L’auteur insiste sur la valeur de |’exa- 
men rectal de routine avec biopsie trans- 
périnéale a l’aiguille 4 prélévement qui doit 
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compléter les diverses méthodes de diag- 
nostic du carcinome de la prostate. II 
décrit quelques schémas histologiques d’en- 
vahissement lymphatique périneural. Ceux- 
ci ont été observés sur du tissu prostatique 
ponctionné au moyen de laiguille de 
Franklin-Vim Silverman, provenant de 
cas symptomatiques suspects de carcinome 
de la prostate. Un diagnostic précoce a 
permis dans ces cas de procéder a des 
opérations radicales. 


RIASSUNTO 


Viene sottolineata l’importanza dell’es- 
plorazione rettale sistematica e della pun- 
tura-biopsia transperineale in aggiunta 
agli altri metodi diagnostici per il rico- 
noscimento del carcinoma prostatico. Ven- 
gono )resentati alcuni quadri istologici di 
invasione perineurale linfatica, osservati 
in tessuti prostatici ottenuti con l’ago di 
Franklin-Vim Silverman da pazienti in cui 
si era sospettata la presenza di un carci- 
noma della prostata. La diagnosi precoce 
consenti una cura radicale. 


RESUMEN 


Hay que subrayar la importancia que 
tiene para el diagnéstico del cancer de 
prostata el practicar sistematicamente una 
exploraci6n por via rectal y el hacer una 
puncién-biopsia transperineal, ademas de 
las otras exploraciones. Se presentan las 
distintas formas anatomopatologicas de la 
invasi6n de los linfaticos del periné, segan 
el examen histolégico de las biopsias de 
préstata tomadas con la aguja de Frank- 
lin-Vim Silverman, en enfermos sospecho- 
sos de cancer de proéstata. El diagnéstico 
precoz permite hacer una cirugia radical. 


SUMARIO 


Chama a atencao para o valor do exame 
retal rotineiro e a biépsia transperineal 
por agulha em adicao aos diversos métodos 
diagnosticos de carcinoma prostatico. Sao 
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relatadas algumas vias histolégicas de in- 
vasao linfatica perineural. Estas foram 
observadas em tecido protatico obtido atra- 
vés da agulha Franklin-Vim Silverman de 
pacientes sintomaticos e suspeitos de serem 
portadores de carcinoma prostatico. Diag- 
nésticos precoces permitiram procedimen- 
tos cirurgicos radicais. 


REFERENCES 


1. Jewett, H. J.: Significance of Palpable Pros- 
tatic Nodule, J.A.M.A. 160:838 (March 10) 1956. 

2. Flocks, R. H.: Carcinoma of the Prostate, 
J.A.M.A. 163:709 (March 2), 1957. 

8. Hirst, A. E. Jr., and Bergman, R. T.: Carci- 
noma of Prostate in Men 80 or More Years Old, 
Cancer 7:136, 1954. 

4. Stewart, C. B.; Sweetser, T. H. Jr., and 
Delory, G. E.: Case of Benign Prostatic Hyper- 
trophy with Recent Infarcts and Associated with 
High Serum Acid Phosphatase, J. Urol. 63:128- 
131, 1950. 


DE LA PENA ET AL.: PROSTATIC CARCINOMA 


5. Hudson, P. B.; Kenneth, K.; Tsuboi, K., and 
Mittelman, A.: Prostatic Cancer: XLI, Extremely 
Elevated Serum Acid Phosphatase Associated 
with Altered Liver Function, Am. J. Med. 19:895, 
1955. 

6. Mathes, G.; Richmond, S. G., and Sprunt, D. 
H.: The Use of 1-Tartrate in Determining “Pros- 
tatic’” Serum Acid Phosphatase: A Report of 514 
Cases, J. Urol. 75:143-150, 1956. 

7. Cooper, J. F., and Imfeld, H.: Role of Citric 
Acid in Physiology of Prostate, J. Urol. 81:157- 
164, 1959. 

8. Weyrauch, H. M., and Nesbet, J. D.: Use of 
Triethylene Thio-Phosphoramide (thio-TEPA) in 
Treatment of Advanced Carcinoma of Prostate, J. 
Urol. 81:185-193, 1959. 

9. Bamforth, J.: The Cytological Diagnosis of 
Carcinoma of the Prostate, Brit. J. Urol. 30:392- 
396, 1958. Frank, I. N., and Scott, W. W. (Roches- 
ter, N.Y.): The Cytodiagnosis of Prostatic Car- 
cinoma: A Follow-Up Study, J. Urol. 79:983-988, 
1958. 

10. de la Pena, A.: Etudes phlébographiques du 
systeme pelvien de l’homme vivant, J. Radiol. et 
d’Electrol. 32:36-38, 1951. 

11. Kimbrough, J. C.: Carcinoma of Prostate: 
Five-Year Follow-Up of Patients Treated by Rad- 
ical Surgery, J. Urol. 76:287-391, 1956. 


Extreme busyness, whether at school or college, kirk or market, is a symptom of 
deficient vitality; and a faculty for idleness implies a catholic appetite and a strong 
sense of personal identity. There is a sort of dead-alive, hackneyed people about, 
who are scarcely conscious of living except in the exercise of some conventional 
occupation. Bring these fellows into the country, or set them aboard ship, and you 
will see how they pine for their desk or their study. They have no curiosity; they 
cannot give themselves over to random provocations; they do not take pleasure in the 
exercise of their faculties for its own sake; and, unless Necessity lays about them 
with a stick, they will even stand still. It is no good speaking to such folk; they 
cannot be idle, their nature is not generous enough, and they pass those hours in a 
sort of coma which are not dedicated to furious moiling in the gold-mill. When they 
do not require to go to the office, when they are not hungry and have no mind to 
drink, the whole breathing world is a blank to them. If they have to wait an hour 
or so for a train, they fall into a stupid trance with their eyes open. To see them, 
you would suppose there was nothing to look at and no one to speak with; you would 
imagine they were paralyzed or alienated; and yet very possibly they are hard 
workers in their own way, and have good eyesight for a flaw in a deed or a turn of 


the market. 
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The Treatment of Bell’s Palsy by Cervical 
Sympathetic Block 
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HE primary etiologic factor respon- 
i sible for Bell’s palsy is held by many 

otologists today to be vascular (Caw- 
thorne,' 1951; Hilger,? 1949; Kettel,*® 1947; 
Sullivan,‘ 1950, and others). Ischemic pa- 
ralysis can be brought about by spasm, or 
by thrombosis, or by a combination of 


*Surgeon and Dean, Metropolitan Ear, Nose and Throat 
Hospital, London. 
Submitted for publication Aug. 1, 1960. 





Cervical sympathetic block is a 
valuable method of treatment for 
vasospasm. Failure to respond to this 
therapy may be due to delay in car- 
rying out the procedure, cardio- 
vascular disease predisposing to 
thrombosis, severe secondary com- 
pression, recurrent attacks or mis- 
diagnosis. In 1 patient, not included 
in this series, a carcinoma of the 
parotid gland developed a few 
weeks after his trouble had been 
presented as idiopathic lower motor 
neuron facial palsy. 

Treatment should be started within 
seven days of the onset of the palsy, 
and the otologist should be prepared 
to abandon it in favor of other meth- 
ods when there is failure to respond 
favorably within a fortnight. 
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these two processes. Compression of the 
facial nerve within the encasing bony fal- 
lopian canal occurs as a secondary phe- 
nomenon. When spasm is the primary 
cause, every effort should be made to over- 
come this as early as possible after the 
onset. Vasodilatation is readily brought 
about by paralysis of the cervical sym- 
pathetic system. A series of patients has 
been treated by cervical sympathetic block 
in order to ascertain the effect of early re- 
lief of angiospasm. The results are en- 
couraging and lend support to the vaso- 
spastic theory. Unlike oral vasodilator 
therapy, sympathetic block acts promptly 
and the vascular dilatation is localized to 
the affected side of the head. 

Cervical sympathetic block is preferred 
to stellate ganglion block because it is 
simpler, safer and more certain to produce 
sympathetic paralysis. It can be employed 
readily and easily in the outpatient depart- 
ment. No postinjection complications have 
been encountered in several hundred injec- 
tions. 

Technic.—A pillow is placed under the 
shoulder of the supine patient to extend 
the neck, and the head is maintained in 
the midline position. A 10 ce. syringe, 
filled with 1 per cent procaine hydro- 
chloride (without epinephrine) and fitted 
with a needle having a short bevel, is held 
in the surgeon’s right hand while the cri- 
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KORKIS: BELL’S PALSY 





TABLE 1.—End Results of Cervical Blocks in Complete Bell’s Palsy 





Type of Recovery 





1. Early (under 4 weeks) 
2. Intermediate (under 1 year) 
3. Late or incomplete (over 1 year) 


Treated by Blocks 


Controls 








39 out of 50 (78%) 
7 out of 50 (14%) 
4 out of 50 (8%) 


7] out of 26 (27%) 
11 out of 26 (42%) 
8 out of 26 (31%) 





coid cartilage is identified with the fingers 
of the left. At this level the sixth cervical 
transverse process is palpated in the 
groove between the cricoid and the sterno- 
mastoid muscle. The pulsation of the 
carotid artery is noted, and this vessel is 
retracted laterally. The needle is advanced 
directly backward at right angles to the 
skin of the neck until it touches the bone 
of the sixth transverse process, and it is 
then very slightly withdrawn. The plunger 
of the syringe is also withdrawn to insure 
that there has been no puncture of a blood 
vessel. Then the solution is slowly in- 
jected. The patient is returned to a semi- 
sitting position, and a few minutes later 
successful blockage is shown by the de- 
velopment of a flush of the homolateral 
tympanic membrane and by the onset of 
Horner’s syndrome. 

This method requires a little experience, 
but the technic is easily acquired. It is 
vitally important to carry out the first 
injection as soon as possible after the onset 
of paralysis. Bell’s palsy should be con- 
sidered an emergency, as the results ob- 
tained with this form of therapy are di- 
rectly related to the lapse of time between 
the onset of vasospasm and its specific 
relief. The injections are repeated at in- 
tervals of two or three days until there is 
clinical evidence of a good measure of re- 
covery, or until there is no response after 
serial injections given for about a fort- 
night. When nonrecovery prevails, the 
treatment is discontinued, and cortisone, 
in the form of Prednisone, is administered, 
as well as vasodilators given by mouth. 
When there is no recovery after four 
weeks, decompression of the nerve is ad- 
vised. 


Throughout the period of treatment the 
patient is encouraged to carry out active 
facial exercises at home and at work. For 
this purpose he carries a small mirror with 
him, so that he can observe his face while 
performing full facial movements; five 
minutes every hour is better than a longer 
period less often. To prevent the pull of 
the stronger unparalyzed muscles of the 
contralateral side, the edge of the patient’s 
hand is placed firmly in the midline of the 
face while he exercises. Usually no phys- 
iotherapy is given at all, but occasionally 
heat from an infra-red lamp is used while 
the patient carries out the exercises im- 
mediately after an injection. 

Control Cases.—When the paralysis is 
partial (incomplete Bell’s palsy), sponta- 
neous recovery occurs and cervical sym- 
pathetic block is not indicated. This com- 
munication is not concerned with the 
incomplete type of case. 

When complete facial paralysis is pres- 
ent, spontaneous recovery occurs in only 
80 per cent of cases. The time taken for 
restoration of full facial movement, includ- 
ing emotional balance, varies greatly and 
is often prolonged. In a previous paper, 
22 cases of complete palsy treated by con- 
ventional conservative measures were re- 
corded (Korkis, F. B., Arch. Otolaryngol. 
70 :566, 1959). These 22 cases fell into 
three main types: (1) early recovery 
within four weeks, 6 cases; (2) full re- 
covery in under one year, intermediate re- 
covery group, 10 cases, and (3) incomplete 
recovery in more than a year (late re- 
covery group), 6 cases. 

Four additional control cases are in this 
paper, making a total of 26 patients with 
complete Bell’s palsy treated by conven- 











tional therapy, as follows: early recovery, 
7; intermediate recovery, 11, and late re- 
covery, 8. 

As the aim of treatment is to increase 
the percentile rate of cure and to reduce 
the time required for full recovery, the 
results obtained with cervical block ther- 
apy will be assessed against these control 
cases. 

Treated Cases.—Of 95 cases of Bell’s 
palsy of all types, 58 were complete when 
first seen. Of these, 50 have been treated 
by blocks, either as the sole method of 
treatment or as a preliminary to other 
therapeutic measures. The treatment 
adopted in these 50 was as follows: 


Blocks alone 40 cases 
Blocks plus facial nerve decompression 3 cases 
Blocks plus corticosteroid therapy 6 cases 
Blocks, corticosteroids and facial nerve 
decompression 1 case 


Analysis of the 50 cases reveals that 39 
patients recovered fully within four weeks 
(early recovery, or Group 1) ; 7 recovered 
in less than a year (intermediate recovery, 
Group 2); and 4 failed to recover in 
twelve months (late recovery or nonre- 
covery, Group 3). Expressed in percentage, 
these results compare more than favorably 
with these in the control cases: 

Early recovery group, 78 per cent of re- 
coveries, compared with 2.7 per cent in the 
controls; 

Intermediate recovery group, 14 per 
cent as against 42 per cent of the untreated 
cases ; 





TABLE 2.—Time Lapse in Relation to Type of 








Recovery 
Time Lapse, 
Days Group 1 Group 2 Group 3 
1 9 cases 1 0. 
2 5 cases 0 0. 
3 2 cases ‘ee | 0. 
4 5 cases 9 0. 
5 9 cases 0 0. 
6 3 cases 2 0. 
7 2 cases 0 0. 
over 7 4 cases 3 4, 
Totals 39 cases 7 4. 
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Late recovery group, 8 per cent as 
against 31 per cent in the controls. 

Thus, when angiospasm is relieved by 
blocks the great majority of patients re- 
gain full function within a very short 
period, compared with the controls. 


An interesting fact emerges when this 
series is further analyzed according to the 
treatment adopted. Of 40 patients treated 
by blocks alone, 36 were in recovery Group 
1 and 4 in Group 2, whereas of 6 patients 
treated by blocks plus corticosteroids given 
after the lapse of two weeks because of 
slow progress 3 belonged to Group 1, 2 to 
Group 2 and one to Group 3, and of 4 pa- 
tients requiring facial nerve decompres- 
sion 1 was in the second recovery group 
but 3 were in the third. This suggests 
that cases in which there is quick response 
to block therapy are the most favorable, 
while those in which response is slow, or 
the condition is unimproved by the initial 
blocks, carry the worst prognosis. In fact, 
the prognosis can be formulated with some 
measure of accuracy by the response to 
biock therapy in the first two weeks. 

Time Lapse in Relation to Recovery.— 
An important factor governing success is 
the time that elapses between the onset of 
the facial paralysis and the specific relief 
of angiospasm (Table 2). 

In 39 cases treatment was begun within 
seven days of onset, and these gave the 
best results, 35 patients, falling into the 
first recovery group and 4 into the second. 
Eleven were not referred until after the 
lapse of a week, 4 in Group 1, 3 in Group 2 
and 4in Group 3. In fact, all Group 3 pa- 
tients in this series were referred late, and 
of the 11 cases seen after seven days, 7 
belonged to Groups 2 and 3 (see Table 2). 

These figures amply emphasize the su- 
preme importance of early reference for 
specific relief of the angiospasm if the 
maximum number of full recoveries is to 
be obtained in the shortest time. Patients 
with Bell’s palsy should be seen, diagnosed 
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and treated within twenty-four hours of 
onset, and, in order to achieve this ideal, 
education of general medical practitioners 
will be necessary. The patient himself 
usually looks upon the onset of facial palsy 
as a dire happening and is quick to com- 
municate with his general practitioner. If 
the patient regards his condition as an 
emergency, the physician should do like- 
wise and lose no time in referring the 
case. 

The Influence of Age.—Age also influ- 
ences the prognosis. In young adults early 
recovery is the rule, but in those above 60 
years of age a full return of function is 
unusual (Table 3). 

All 5 patients under 20 years of age re- 
gained full function early (Group 1) but 
3 of the 4 over 60 did not (Group 3). It 
is of etiologic interest to record that of 
the patients over 60, 2 had strokes, 1 prior 
to the onset of a typical lower motor neuron 
palsy of the Bell type; the other died of 
massive cerebral hemorrhage seventy-two 
days afterward, the diagnosis being con- 
firmed at autopsy. This patient has been 
classified in Group 3, as there was no re- 
covery from facial palsy prior to death. 
The third patient showed clinical evidence 
of advanced arteriosclerosis. 

It is likely, therefore, that cases of Bell’s 
palsy fall into two main groups from an 
etiologic point of view: 


1. Those in which the palsy is due to 
vascular spasm. This group comprises the 
majority of cases, carries a better prog- 
nosis than does the second group, and 
responds to vasodilator therapy. 


2. Those in which the palsy is caused 
by organic vascular changes predisposing 
to intraluminal thrombosis. Not only are 
arteriosclerotic vessels prone to occlusion 
by thrombosis, but they are incapable of 
dilating in the normal manner. The prog- 
nosis is poor, and block therapy has but 
doubtful value. 
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TABLE 3.—Influence of Age on Prognosis 











of Inter- 
Age Group Patients Recovery mediate Late 
Under 20 5 5 nil nil 
Under 40 24 21 2 1 
Under 60 17 12 5 nil 
Over 60 4 1 nil 3 
SCHLUSSFOLGERUNG 


Blockierung des Halssympathikus ist ein 
wertvolles Verfahren zur Behandlung von 
Gefasskrimpfen. Versager einer solchen 
Behandlung kénnen durch zu spate An- 
wendung, durch das Vorliegen von Herz- 
und Gefasserkrankungen, die zur Bildung 
von Thrombosen pradisponieren, durch das 
Bestehen schwerer sekundirer Kompres- 
sion, durch das Wiederauftreten von An- 
fallen oder durch Fehldiagnose erklart 
werden. Bei einem Patienten, der nicht 
in die hier diskutierte Serie gehort, wurde 
ein Krebs der Ohrspeicheldriise entdeckt, 
nachdem einige Wochen vorher seine Er- 
krankung als idiopathische Gesichts- 
lahmung des unteren Motorneurons dar- 
gestellt worden war. 

Die Behandlung sollte innerhalb einer 
Woche nach Eintreten der Lahmung ein- 
setzen. Wenn innerhalb von 14 Tagen kein 
Erfolg eintritt, muss der Ohrenspezialist 
bereit sein, diese Behandlung zugunsten 
anderer Verfahren aufzugeben. 


CONCLUSIONS 


Le blocage du ganglion cervical sym- 
pathique est une méthode thérapeutique 
de valeur dans les cas de spasmes vascu- 
laires. Le défaut de réponse a ce traite- 
ment peut étre di au retard de son applica- 
tion, les affections cardiovasculaires pré- 
disposant a la thrombose et donnant lieu 
a une compression secondaire grave, a des 
crises récidivantes ou a des erreurs de 
diagnostic. Chez un maladnon inclus dans 
la série de cas ici décrite, un carcinome de 
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la parotide s’est développé quelques se- 
maines aprés que l’affection eit été pré- 
sentée comme une paralysie faciale idio- 
pathique périphérique. 

Le traitement devrait étre institué au 
cours des sept jours suivant le début de la 
paralysie, et l’otologiste devrait étre prét 
a labandonner en faveur d’autres métho- 
des lorsqu’il n’est suivi d’aucun résultat 
favorable au bout de 15 jours. 


RIASSUNTO 


I] blocco simpatico cervicale é un metodo 
di cura efficace nel vasospasmo. Gli insuc- 
cessi possono essere dovuti a un ritardo 
eccessivo nell’iniziare la cura, 0 a malattie 
cardiovascolari predisponenti alla trom- 
bosi, 0 a compressioni secondarie gravi, 0 
a recidive o infine a errori di diagnosi. In 
un malato, non compreso nella serie pre- 
sentata, comparve un carcinoma della pa- 
rotide dopo poche settimane da che i suoi 
disturbi erano stati interpretati come una 
paralisi facciale idiopatica. 

La cura deve essere iniziata entro sette 
giorni dalla comparsa della paralisi, e 
l’otoiatra deve essere disposto a cambiare 
metodo se non vi siano evidenti risultati 
entro una quindicina di giorni. 


CONCLUSION 


El] bloquéo del simpatico cervical con- 
stituye un método Util para el tratamiento 
del vasoespasmo. Los fracasos de este 
procedimiento pueden ser debidos a re- 
tardo en su aplicacién, enfermedad car- 
diovascular trombosante, compression se- 
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ror diagnéstico. En un enfermo aparte de 
esta serie apareciO un carcinoma de la pa- 
rotida algunas semanas después de que su 
trastorno habia sido diagnosticado de pa- 
ralisis facial idiopatica de neurona motora 
baja. 

E] tratamiento debe iniciarse dentro de 
los siete dias del comienzo del proceso y 
se abndonara en favor de otros métodos 
si no se presenta mejoria antes de dos se- 
manas. 

SUMARIO 


O bloqueio simpatico cervical é um mé- 
todo valioso no tratamento do espasmo 
vascular. Falha na resposta a esta terapia 
pode ser devida a atraso no inicio desta, 
doenca cardio-vascular predispondo a 
trombose, compressao secundaria grave, 
recurréncias ou diagnosticos errados. Em 
um paciente, nao incluido nesta série, um 
carcinoma da pardétida se desenvolveu al- 
gumas semanas apos lhe haver sido atri- 
buido como causa das perturbacées, uma 
paralisia facial idiopatica de neuronio mo- 
tor inferior. 

O tratamento deve ser iniciado dentro 
dos primeiros séte dias do comeco da para- 
lisia. e 0 otologista deve estar preparado 
a abandona-lo em favor de outros métodos 
quando nao houver resposta favoravel na 
primeira quinzena. 
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discharge from the nipple varies ac- 
cording to the types of discharge the 
individual authors include in their reports. 
The discharge may be physiologic and 
harmless or pathologic and indicative of 
disease. It may be spontaneous or non- 
spontaneous and either true or false. The 
latter designation indicates whether or not 
it comes through a mammary duct to ap- 
pear on the surface of the nipple. 
Obviously the puerperal mammary se- 
cretion of normal lactation is physiologic 
and should not be suspect. Nonspontaneous 
discharge that has to be elicited is harm- 
less and has no pathologic significance. 
There is no need, therefore, for the exam- 
ining physician to try to express material 
from the nipple. In many women at or 
near the menopause and in women recently 
castrated, firm squeezing of the subareolar 
area and nipple will result in the expres- 
sion of a drop or two of cloudy, milky or 
thick greyish secretion. With the ever- 
increasing propaganda for self-examina- 
tion of the breast, more women are dis- 
covering this phenomenon themselves. 
They should be reassured and told that 
this is normal and does not indicate any 


[ais reported incidence of mammary 
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The author lists seven categories 
into which the various types of dis- 
charge from the nipple may be clas- 
sified, describing each and explain- 
ing its implications. He emphasizes 
the need for careful investigation in 
the individual case, since unneces- 
sary operations are not infrequently 
performed under the impression that 
the discharge indicates malignant 
mammary disease. In actual fact, it 
may be due to any of a number of 
other disturbances, the majority of 
which are benign. 











pathologic change. Erosion of the nipple 
in cases of Paget’s disease, with conse- 
quent oozing of serum, does not indicate 
a true nipple discharge. Finally, a mam- 
mary duct fistula secondary to recurrent 
infections of the breast as described by 
Patey and Thackray, is another type of 
false discharge, since the orifice of the 
fistula is usually located at the areolar 
margin and the discharge appears at this 
point and not on the surface of the nipple. 

Only patients with spontaneous, non- 
physiologic (“true”) discharge from the 
nipple will be included in this discussion. 
Haagensen observed the incidence of this 
type of discharge to be about 5 per cent 
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in his series, and I have found it in 5.8 per 
cent of the patients who have consulted me 
because of mammary symptoms. Lewison 
and Chambers, reviewing the cases of 
2,195 patients with mammary disease, re- 
ported an incidence of 5.2 per cent but 
included Paget’s disease among the causes 
of nipple discharge. Higher figures have 
been reported by Hinchey (8.3 per cent) 
and by Donnelly (9.6 per cent). It should 
be noted that nipple discharge in the male 
is rare, accounting for only about 0.85 per 
cent of the cases. 

The nature of spontaneous nipple dis- 
charge also is variable but nearly always 
can be placed in one of the following seven 
groups: 

1. Milky discharge: This appears as a 
thin, white, skimmed-milk type of dis- 
charge. 

2. Grumous discharge: This is a thick, 
sticky discharge that may: be white, yel- 
low, grey, green or brown. In the last- 
mentioned instance the color may suggest 
a bloody discharge, but no red blood cells 
are visible under the microscope. 

8. Purulent discharge: Thick, creamy 
matter is discharged which, examined 
under the microscope, has the characteris- 
tics of pus. 

4. Watery discharge: This is a rela- 
tively uncommon type. The discharge is 
thin, watery and colorless. 

5. Serous discharge: This type is a 
faintly yellowish, thin, clear secretion that 
dries as a yellow stain on the patient’s 
nightgown or brassiere. 

6. Bloody discharge: Usually this is 
brownish, but it may resemble frank blood. 
The diagnosis can be confirmed by micro- 
scopic examination. 

7. Serosanguineous discharge: Serous 
and bloody discharges are often combined, 
presenting the gross appearance of a 
serous discharge with a pink tinge. Micro- 
scopically, red blood cells can be seen. 

The two most common types of dis- 
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charge are the serous and the combined 
serosanguineous type. The rare watery 
discharge, which, in the opinion of Lewi- 
son and Chambers, signifies carcinoma, the 
bloody discharge and the serous and sero- 
sanguineous types are the most important; 
although in the majority of cases they are 
due to a benign lesion of the breast, they 
may herald an underlying malignant 
tumor. 

Nipple discharge usually can be clas- 
sified quite easily by careful observation 
of its color and consistency, by palpation to 
determine whether it is grumous, and by 
simple staining with Wright’s stain to 
determine the presence or absence of pus 
or blood. 

The first type of discharge, that which 
has the color and consistency of milk, may 
be observed in patients with galactorrhea. 
This is a relatively uncommon condition, 
which produces a spontaneous milky dis- 
charge for one or more years after lacta- 
tion. Usually it is bilateral and is not 
associated with demonstrable abnormal- 
ities of the breast. The exact nature of 
the physiologic disturbance that produces 
galactorrhea is not understood at present. 
Androgen and estrogen therapy have been 
tried, and both have proved ineffectual. 
The treatment is simple hygiene to prevent 
periductal mastitis by cleansing the nip- 
ples well each night with soap and water. 
The patient should be assured that there 
is no indication for surgical treatment and 
that this condition has no relation to car- 
cinoma. The discharge usually disappears 
in about three years but occasionally may 
persist much longer. 

Mammary duct ectasia or dilated ducts 
beneath the nipple may produce a thick, 
grumous discharge of varying color. As 
has been stated, the color may be white, 
yellow, grey, green or brown and in the 
latter case may resemble a bloody dis- 
charge. It is always sticky and thick, how- 
ever, and under the microscope shows no 
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evidence of blood but rather the presence 
of amorphous material and desquamated 
epithelium. 


Bloodgood, in 1923, referred to this con- 
dition as “the varicocele tumor of the 
breast.” Cystic dilatation is observable in 
the terminal ducts, and these tortuous 
dilated channels produce the palpatory im- 
pression of a sac of worms around the 
nipple. Ectasia is not a rare condition, 
Franz having demonstrated it in 25 per 
cent of an autopsy series of supposedly 
normal breasts. In only a small proportion 
of the patients, however, does mammary 
duct ectasia go on to produce a discharge 
and symptoms. These patients, nearly all 
of whom are at or past the menopause and 
who usually have borne children, first com- 
plain of a thick, grumous discharge. Pal- 
pation reveals the characteristic worm- 
like feeling under the areola. Although as 
a rule the discharge is the earliest symp- 
tom, redness, pain, itching and swelling in 
the region of the nipple are also early 
symptoms. When the disease has pro- 
gressed to the stage at which inflammatory 
changes and consequent fibrosis have pro- 
duced a tumor-like mass, it may mimic 
carcinoma. There will be a _ relatively 
fixed, firm, irregular mass beneath or near 
the areola. The nipple may be retracted 
and the skin dimpled and the discharge 
may have become purulent, serous or 
bloody. This end stage of the disease in 
cases of mammary duct ectasia has been 
called “plasma cell mastitis” by Adair. In 
the literature one finds occasional cases 
such as those reported by Adair, Lepper, 
and Weaver; Cromarr and Dockerty; and 
Haagensen, in which mastectomy has been 
performed for this perfectly benign lesion 
in the mistaken belief that it was carci- 
noma. 


In the early stages of ectasia, conserva- 
tive therapy, with local hygiene directed 
to the nipple and perhaps the use of 
estrogens, is reasonably satisfactory. In 
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32 of the 72 cases reported by Geschickter, 
the patients ultimately recovered without 
operation. On the other hand, if there is 
a spontaneous discharge that has changed 
in character, if the surrounding tissues 
are inflamed and indurated or if a def- 
inite tumor is present, surgical exploration 
should be done and a frozen section made 
to establish the diagnosis. The surgeon 
who relies entirely upon gross diagnosis 
will often mistake this condition for a 
comedo type of carcinoma and therefore 
will perform an unnecessary mastectomy. 
Local excision of the mammary ducts and 
the tumor (with preservation of the nipple 
whenever possible) is all that is needed for 
this benign condition. 


A purulent type of nipple discharge may 
occur in association with acute puerperal 
mastitis, chronic lactation mastitis or 
“plasma cell mastitis.” Acute puerperal 
mastitis usually appears within the first 
few weeks after delivery. If suppuration 
follows, incision and drainage will be nec- 
essary. In cases of chronic lactation mas- 
titis there is usually a history of an abscess 
or an inflamed breast during the nursing 
period. An area of persistent induration 
may be present together with a thick nip- 
ple discharge which, microscopically, pre- 
sents the characteristics of pus. Here again 
incision and drainage should be carried 
out, but it is important in such cases to 
remove a portion of the abscess wall in 
order to rule out the possibility of car- 
cinoma. Plasma cell mastitis has already 
been discussed and the possibility of mis- 
taking it for carcinoma pointed out. It is 
conceivable that one may perform an un- 
necessary radical mastectomy if clinical 
judgment, rather than a frozen section, is 
relied upon. 


A thin, watery discharge without any 
color is rare. Lewison and Chambers re- 
ported its presence in 8 of their series of 
114 patients with nipple discharge. In 3 
instances the watery discharge was due 
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to benign cystic mastitis and in 5 to malig- 
nant disease. Haagensen has noted this 
type of discharge in 1 case of carcinoma. 
It would seem, therefore, that a watery 
discharge, while rare, is highly suggestive 
of malignant change and that surgical ex- 
ploration is indicated whenever this type 
of discharge is encountered. 


Serous and serosanguineous discharges 
are the most common types. Together with 
the bloody discharge, they are also the 
most important, since they may be indica- 
tive of malignancy. Because of this, these 
discharges will be discussed together. 


In the great majority of instances a 
serous, bloody or serosanguineous dis- 
charge is caused by an intraductal papil- 
loma. Contrary to some documented opin- 
ions, a bloody discharge, as well as a serous 
or serosanguineous one, appears most of- 
ten to be due to a benign rather than a 
malignant lesion. Carcinoma, however, 
especially of the papillary type, also can 
produce these discharges. So can chronic 
cystic mastitis, fibroadenoma and advanced 
duct ectasia. In rare instances a bilateral 
bloody discharge due to hyperemia may be 
observed in the markedly engorged breasts 
during pregnancy. 

The incidence of nipple discharge as a 
symptom of mammary carcinoma is rela- 
tively low, averaging about 2 to 2.5 per 
cent if nonspontaneous discharge and 
Paget’s disease are not included. Some 
figures reported by various authors are as 
follows: Haagensen, 3.8 per cent; Harnett, 
2.2 per cent; Presbyterian Hospital Group 
as reported by Haagensen, 1.4 per cent; 
Hinchey, 2.2 per cent, and Wolpers, 1.2 
per cent. 

The incidence of carcinoma in patients 
with a serous, bloody or serosanguineous 
discharge, however, is relatively higher. 
Reports of the actual incidence of carci- 
noma in these patients are at great vari- 
ance, the variation depending chiefly upon 
the pathologic interpretation of the papil- 
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lary lesions, which are by far the most 
common cause of such discharges. There 
may be considerable question, in a given 
clinical case, whether the condition is 
benign or malignant. 

High incidences of carcinoma have been 
reported by Judd (57 per cent) ; Gray and 
Wood (50 per cent), and Donnelly (44 
per cent) a lower incidence, in associa- 
tion with these types of discharge, based 
upon a somewhat more critical patho- 
logic classification, ranges from 1 to 13 
per cent. These lower figures, with a very 
strict pathologic interpretation of the 
benign or malignant character of the pap- 
illomas, would seem to be more nearly 
accurate. The incidence rates reported by 
some authors are as follows: Madalin, 1 
per cent; Hart, 10.4 per cent; Lewison and 
Chambers, 11.2 per cent, and Kilgore, 12.6 
per cent. 

Hart, in 1927, reporting the Johns Hop- 
kins data on nipple discharge, stated that 
there was no case of carcinoma of the 
breast with nipple discharge in which a 
tumor could not be palpated. Because of 
this, many surgeons for years refused to 
operate upon a patient with a serous or 
bloody discharge unless a mass could be 
palpated. 

Today it is conceded that, although it is 
unusual, a patient can have spontaneous 
nipple discharge due to malignant mam- 
mary disease in the absence of a palpable 
tumor. Fitts and Horn described 4 such 
cases, and Kilgore has also referred to 4. 
Haagensen observed 2 such patients with- 
out a palpable mass. 

Although the absence of a palpable 
tumor in a patient with carcinoma of the 
breast and a nipple discharge is rare, it 
is not uncommon to observe spontaneous 
serous, bloody or serosanguineous dis- 
charge without a palpable tumor in a per- 
son with a benign intraductal papilloma. 
No palpable tumor was present in 20 per 
cent of the patients with nipple discharge 
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whose cases were reported by Hart and in 
26 per cent of those in Lewison and Cham- 
bers’ series. Haagensen could not palpate 
a tumor in 25 of 44 cases in which proved 
intraductal papillomas were present. No 
tumor was palpable in 25 per cent of my 
own patients with these types of discharge. 

When any type of nipple discharge is 
associated with a palpable mass, the pro- 
gram of investigation becomes clearly 
defined. A biopsy specimen should be ob- 
tained, preferably through a circumareo- 
lar incision, and future therapeutic meas- 
ures should be based upon the histologic 
observations. 

If the lesion is benign, simple local ex- 
cision will be adequate. In the past there 
have been some differences of opinion as 
to the proper surgical procedure for an 
intraductal papilloma. Some _ surgeons, 
such as Cheatle and Cutler, Gray and 
Wood, and Estes and Phillips have ad- 
vocated simple mastectomy as the proce- 
dure of choice, being convinced that such 
papillomas are early or premalignant le- 
sions. Reports by Wakeley, Haagensen, 
and Haagensen and Stout, however, 
strongly suggest that they are benign and 
not premalignant. To support this con- 
cept, Haagensen has reported a series of 
76 cases of intraductal papilloma treated 
by simple local excision. In none of the 
patients did malignant disease of the 
breast develop subsequently. 

If the biopsy indicates malignancy and 
the lesion is judged to be at an operable 
stage, radical mastectomy is the procedure 
of choice. With a central carcinoma a rela- 
tively high incidence of internal mammary 
metastases may be anticipated. Some sur- 
geons, therefore, favor the extended radi- 
cal mastectomy popularized in the United 
States by Urban, resection of the internal 
mammary lymphatic chain being per- 
formed in continuity with the classic radi- 
cal mastectomy. 

When the surgeon is faced with a pa- 
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tient who has a serous, bloody or sero- 
sanguineous discharge but no palpable 
mass, the plan of investigation is nce longer 
so clear cut. Carcinoma is admittedly a 
rarity in this situation, but it can occur. 
As Saphir has pointed out, it is unsafe and 
uncertain to rely upon cytologic study of 
the duct secretions to determine the pres- 
ence or absence of malignancy, because 
the proportion of “false negatives’ is rel- 
atively high. Ductal injection with radio- 
paque substances, as emphasized by River 
and Silverstein, has certain obvious dis- 
advantages and presents no advantages 
over surgical intervention. It is prefer- 
able, therefore, in these cases, to investi- 
gate by operative means. 


Palpation of the circumareolar area 
often reveals a point at which gentle pres- 
sure will produce a discharge from a duct 
orifice situated in a corresponding radius 
of the nipple surface. This method serves 
to localize the mammary lesion and makes 
it possible to place the exploratory inci- 
sion at the proper place. Sometimes 
moistening the surface of the nipple will 
facilitate elicitation of the discharge. If 
the localizing area can not be found on the 
first visit, the patient should be cautioned 
not to touch the nipple area and should be 
reexamined at weekly intervals. Usually 
such a program will eventuate in discovery 
of the pressure point that indicates the site 
of the lesion. Only rarely is a blind ex- 
ploratory incision necessary. 


Preferably, surgical exploration in such 
cases should be carried out with the pa- 
tient under general anesthesia. A fine 
lacrimal probe or a blunted needle may 
be passed into the duct at the point of 
secretion on the surface of the nipple and 
gently passed in the direction of the local- 
izing area in the breast. It must be re- 
membered that occasionally more than one 
duct is involved, with more than one point 
of nipple secretion, and that at the time of 
operation a thorough and careful explora- 








tion should be done. Through a circum- 
areolar incision over the localizing or 
tumor-bearing area the involved «uct or 
ducts, which usually are outlined by the 
distending dark fluid, are excised, to- 
gether with a wedge-shaped se:tion of 
mammary tissue. 


SUMMARY 

Spontaneous discharge from the nipple 
occurs in about 5 to 6 per cent of patients 
with mammary disease. By careful in- 
spection, palpation and microscopic exami- 
nation of the discharge it usually can be 
classified in one of seven different cate- 
gories, each of which has a different group 
of etiologic possibilities with appropriately 
varying treatments. The serous, bloody, 
and sanguineous and combined serosan- 
guineous types may be considered together, 
since they have similar causes and call for 
similar therapy. The vast majority of 
nipple discharges are due to benign le- 
sions, many of which do not require sur- 
gical intervention. The most common types 
of discharge are the serous and the com- 
bined serosanguineous type. When these 
are combined with the bloody type and the 
rare watery discharge, they represent the 
most important types, because, although 
the great majority are due to benign le- 
sions, especially intraductal papillomas, 
they may reflect malignant change. Nipple 
discharge is not common in cases of car- 
cinoma of the breast, averaging only about 
2 to 2.5 per cent. When there is a watery, 
serous, bloody, or combined serosanguine- 
ous discharge, however, surgical explora- 
tion is mandatory. If a mass is palpable, 
which is almost always the case with car- 
cinoma, a biopsy should be obtained and 
future therapy guided by the histologic 
observations. In 25 per cent of the cases 
in which a tumor cannot be detected, care- 
ful palpation of the circumareolar area 
usually will reveal a pressure point that 
will localize the appropriate site for sur- 
gical exploration and biopsy. 
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ZUSAM MENFASSUNG 


Spontane Absonderungen aus der Brust- 
warze kommen in etwa 5 bis 6 Prozent 
aller Patientinnen mit Erkrankungen der 
Brustdriise vor. Durch sorgfaltige Inspek- 
tion und Abtastung und mikroskopische 
Untersuchungen des Ausflusses lasst sich 
das Symptom gewodhnlich in eine von 
sieben Kategorien klassifizieren, die ver- 
schiedene ursachliche Méglichkeiten bieten 
und unterschiedliche Behandlung erfor- 
dern. Die serése, blutige und die kombi- 
niert blutig-serése Ausscheidung kénnen 
gemeinsam betrachtet werden, weil sie 
ahnliche Behandlungsverfahren erfordern. 
Die tiberwiegende Mehrzahl der Brust- 
warzenabsonderungen sind auf gutartige 
Erkrankungen zuriickzufiihren, von denen 
viele keinen chirurgischen Eingriff erfor- 
dern. Die am haufigsten vorkommenden 
Formen des Ausflusses sind seréser oder 
blutig-seréser Art. Wenn diese mit bluti- 
gem und dem seltenen wasserigen Ausfluss 
vergesellschaftet sind, bilden sie die wich- 
tigste Form der Erkrankung, weil sie dann 
das Vorliegen einer bésartigen Erkran- 
kung vermuten lassen kénnen, auch wenn 
man zugeben muss, dass sie in der grossen 
Mehrzahl der Falle auf gutartigen Krank- 
heiten, besonders auf Papillomen inner- 
halb der Driisenginge beruhen. Beim 
Brustkrebs kommt Ausfluss aus der Brust- 
warze nicht haufig vor, im Durchschnitt 
in nur etwa 2 bis 214 Prozent der Falle. 
Chirurgische Explorierung ist jedoch un- 
erlasslich, wenn wdasseriger, seréser, blu- 
tiger oder blutig-seréser Ausfluss besteht. 
Wenn eine palpable Geschwulst vorliegt, 
was beim Krebs fast immer der Fall ist, 
muss eine Probeexzision vorgenommen 
und die Behandlung entsprechend dem hi- 
stologischen Befund eingerichtet werden. 
In den 25 Prozent der Faille, bei denen 
keine Geschwulst entdeckt werden kann, 
lasst sich gewohnlich durch sorgfaltige 
Abtastung der Gegend um die Areola 
herum ein Druckpunkt finden, der die ge- 
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eignete Stelle zur chirurgischen Explo- 
rierung und Probeexzision angibt. 


RESUME 


Un écoulement spontané du mamelon se 
produit dans environ 5 a 6% des cas 
d’affections mammaires. Une palpation 
prédente et un examen microscopique mi- 
nutieux de |’écoulement permettent habi- 
tuellement de le ranger dans I|’une des sept 
catégories dont chacune présente un 
groupe différent de possibilités étiologi- 
ques avec des traitements divers appro- 
priés. Les variétés du type séreux, san- 
guin, et du type mixte séro-sanguin, 
peuvent étre étudiées ensemble du fait que 
leur thérapeutique est similaire. La grande 
majorité des écoulements mammaires sont 
dus a des affections bénignes, dont beau- 
coup ne nécessitent pas d’intervention 
chirurgicale. Les types les plus courants 
sont le type séreux et le type mixte séro- 
sanguin. Lorsqu’ils sont associés au type 
sanglant et un écoulement aqueux rare, 
ils représentent les catégories les plus im- 
portantes car, bien que la grande majorité 
des cas soient dus a des lésions benignes, 
en particulier les papillomes intracanalicu- 
laires—ils peuvent révéler une origine 
maligne. Les écoulements mammaires ne 
sont pas courants dans le carcinome du 
sein, ot ils ne se rencontrent que dans 2 
a 2.5% des cas. Cependant, en présence 
d’un écoulement aqueux, séreux, sanguin 
ou séro-sanguin combiné, une exploration 
chirurgicale s’impose. Lorsqu’il y a une 
grosseur palpable, ce qui est presque tou- 
jours le cas lors de carcinome, il faut 
pratiquer une biopsie; le traitement est 
conditionné par les constatations histologi- 
ques. Dans le 25% des cas ot une tumeur 
ne peut étre décelée, une palpation minu- 
tieuse de la région péri-aréolaire révéle en 
général un point de pression permettant 
de localiser le lieu approprié 4 une ex- 
ploration chirurgicale et 4 une biopsie. 
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LEIS: NIPPLE DISCHARGE 


RIASSUNTO 


Una secrezione spontanea dal capezzolo 
si verifica in circa il 5-6% di tutte le donne 
con affezioni mammarie. Con una accu- 
rata palpazione ed ispezione e mediante 
esami citologici della secrezione di solito 
é possibile classificarla entro una delle se- 
guenti sette categorie, ognuna delle quali 
presenta diverse possibilita etiologiche e 
quindi di cura. Le varieta sierosa, san- 
guigna e siero-sanguigna possono essere 
considerate assieme poiché la terapia é 
identica in ogni caso. Nella grande mag- 
gioranza le secrezioni dal capezzolo sono 
dovute a lesioni benigne, molte delle quali 
non richiedono terapia chirurgica. Le pit 
frequenti sono quella sierosa e quella 
sieroemorragica. Quando esse sono combi- 
nate con la varieta ematica e con quella 
acquosa (rara), esse rappresentano il 
gruppo pil importante perché, pur essendo 
nella grande maggioranza dovute a lesioni 
benigne, soprattutto papillomi intradut- 
tali, esse possono anche nascondere lesioni 
maligne. La secrezione ematica dal capez- 
zolo non é frequente nel cancro della mam- 
mella e si riscontra solo nel 2-2,5%. 
Quando pero vi é secrezione acquosa, sie- 
rosa, ematica o mista sieroematica, |’esplo- 
razione chirurgica @é indispensabile. 
Quando vi sia una massa palpabile, come 
avviene quasi sempre nel carcinoma, si 
deve praticare una biopsia e regolare |’ul- 
teriore terapia in conseguenza. Nel 25% 
dei casi in cui non vi é massa palpabile, 
invece, una accurata esplorazione dell’- 
area circumareolare di solito dimostrera 
la presenza di un punto in cui sara oppor- 
tuno condurre la biopsia. 


RESUMEN 


De un 5 a un seis por ciento de las en- 
fermas con afecciones mamarias presentan 
secreciones por el pezén, que por el as- 
pecto de las mismas, consistencia, y exa- 
men microscépico se pueden clasificar en 
7 grupos distintos cuya etiologia y trata- 
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miento es diferente también. El grupo de 
las secreciones serosa, sanguinolenta y 
serosanguinolenta, por responder a afec- 
ciones que tienen el mismo tratamiento, 
pueden considerarse en conjunto como un 
solo grupo. La mayor parte de las veces 
la secrecion esta producida por una enfer- 
medad benigna que no requiere trata- 
miento quirtrgico. Los tipos de secreci6n 
mas frecuentes son el seroso y el sero- 
sanguinolento, que cuando estan combi- 
nados con secreciones de naturaleza 
hemorragica 0 acuosa representan el grupo 
mas importante porque aunque casi siem- 
pre se deben a afecciones benignas como 
por ejemplo los papilomas intraductales, 
sin embargo a veces @ son de etiologia 
maligna. Solo en el dos o dos y medio por 
ciento de las neoplasias de la mama hay 
secrecién esponténea del pezén, pero 
cuando ésta es de naturaleza_ serosa, 
acuosa, hemorragica o serosanguinolenta 
es indispensable la exploracién cruenta de 
la mama, y si se palpa una tumoracién 
(que es lo mas frecuente cuando se trata 
de un cancer) hay que tomar una biopsia 
de la misma y obrar en consecuencia al 
resultado del examen histolégico de la 
misma; cuando no se palpa el tumor (en 
el 25% de los casos) hay que palpar cuida- 
dosamente la zona de la aréola mamaria, 
y tomar una biopsia en el punto que 
ofrezca mayor consistencia a la presién. 
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Diseases of the Feeaile Urethra 


PARK NICELEY, M.D., F.A.C.S., F.LC.S. 
KNOXVILLE, TENNESSEE 


of almost complete neglect, the female 

urethra has come to be acknowledged 
as having a significant part in many pelvic 
disturbances. We see, in our daily ex- 
amination of patients, the “female 
cripple” who has had her female organs 
removed, only to find later that her 
trouble was the result of a diseased and 
painful urethra. Pathologic conditions 
frequently noted are granular urethral 
caruncles, strictures, obstructive valves, 
polyps and diverticula. 

The chief factor that contributes to 
the clinical importance of the urethra is 
its anatomic position. The meatus lies 
in the vestibule at the roof of the vagina, 
between the labia minora. It is constantly 
bathed in vaginal, uterine and rectal dis- 
charges from the diaper period to old age. 
It is also exposed to infection during 
coitus and to trauma during labor and 
gynecologic operations. 

The female urethra is 4 to 5 cm. long, 
extending from the neck of the bladder 
to the vaginal outlet. Its only function 
is its use as a conduit carrying urine from 
the bladder during urination. The urethra 
is a muscular organ. Its normal caliber 
will permit passage of a No. 24 French 
sound. 

The female urethra resembles the pros- 
tatic portion of the male urethra. They 
are approximately the same length, and 
both have periurethral glands with ducts 
opening into their lumens. These glands 
are subject to many abnormalities, cyst 
formations and infections. Hypospadias 
is fairly common and is often associated 


F orai its position in medical literature 
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Patients with cystitis should have 
been examined sufficiently to rule 
out urethral disease. 

Removal of granulation tissue or 
caruncle from the urethra without re- 
pair of an existing diverticulum is of 
little value to the patient. 

When routine examination in- 
cludes a search for urethral diver- 
ticula, the incidence rises. With 
increased interest in urethral dis- 
turbances and the wider use of a 
screening urethrographic technic, the 
author has detected many urethral 
diverticula. 

Dilation of the urethra as a treat- 
ment for a urethracele or a diverticu- 
lum over a long period should be 
condemned. 











with stenosis of the external meatus, 
opening high in the anterior vaginal 
fornix. Such congenital stenosis often 
exists in children and, if not corrected, 
May go undiagnosed until adulthood. 
Stenosis of the urethra predisposes to 
attacks of chills, fever and all the symp- 
toms of cystitis. 

Urethritis—Acute urethritis in the 
female is most commonly due to gonor- 
rheal infection, although acute inflamma- 
tion may be caused by other bacilli. With 
gonorrhea on the decline, gynecologists 
seldom make smears from the urethra 
unless the presence of this disease is 
suspected. The symptoms are usually 
burning, frequency and urgency of urina- 
tion and pain in the urethra. 
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Chronic granular urethritis is the same 
as acute urethritis, except that it is 
milder. It is characterized by frequency, 
urgency or a burning or stinging sensa- 
tion on urination and by a constant dull 
pain, which may be referred to the vagina, 
the suprapubic region or an area higher in 
the abdomen, along the course of the 
ureters. Examination with the panendo- 
scope will reveal areas of granular redden- 
ing. 

In the presence of urethritis the urethra 
will be thickened and somewhat tender 
on vaginal palpation. Skene’s glands may 
or may not be involved and can be pal- 
pated on either side of the urethral 
meatus. Massage of the urethra may elicit 
an abundant discharge, which may be only 
mucus, without bacteria or with many 
types of bacteria, as well as pus cells. It 
is always wise to examine the cervix for 
endocervicitis, which may be a focus of 
infection. 


“One learns by experience to suspect a 
focus of infection as the cause of urinary 
tract infection, when local infection has 
been ruled out.”” When symptoms appear 
only periodically, with intervals of a few 
months’ relief, one always suspects some 
distant, underlying cause. 


Treatment consists of dilation of the 
urethra and emptying of the glands by 
massaging the urethra over a _ sound. 
Application of 2 to 5 per cent silver nitrate 
on an applicator along the entire course 
of the urethra gives much relief of symp- 
toms. Antibiotics and triple sulfas are 
beneficial, together with weekly supposi- 
tories inserted in the urethra, and may be 
sufficient in cases of the acute condition. 
If much granulation tissue and protrusion 
of the urethral mucous membrane persist 
and pain continues, excision with the elec- 
trosurgical unit is advisable. 


Postmenopausal urethritis occurs in 
women from 40 to 50 years of age, with 
mild symptoms of urethritis. These pa- 
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tients have. on examination, all the signs 
of postmenopausal thinning and atrophy 
of the vaginal mucous membrane. 
Splotchy areas of reddening and edema are 
present. Dilation of the urethra at weekly 
intervals, and oral administrations of 
estrogens and the use of suppositories give 
satisfactory results. 


Urethral Caruncle.—A careful examina- 
tion of a painful urethra often discloses a 
small new growth, reddish blue and vary- 
ing in circumference from the size of a 
match head to that of a large bean. Such 
growths are very tender, requiring local 
anesthesia for removal with the electric 
needle. 

These small tumors are proliferations 
of the urethral mucous membrane, and the 
individual tumor may be on a pedicle or 
a large base. Such growths are easily 
overlooked on pelvic examination, but if 
the meatus is opened with a hemostat 
the tissue comes into view. Caruncles can 
be differentiated from papillary tumors 
by the fact that the latter are less painful 
and usually protrude from the meatus. 
This tissue should always be sectioned and 
examined for possible malignancy, al- 
though rarely does malignant change 
occur in the urethra. Follow-up treatment 
with urethral dilation is always necessary 
to prevent stricture and promote healthy 
wound healing. 


Urethral Stricture——There is a wide 
divergence of opinion with regard to the 
incidence of stricture of the female 
urethra. This is probably best explained 
on the basis of what constitutes a stric- 
ture, and one must not confuse a narrow, 
small-caliber urethra with stricture of the 
urethra. 

Congenital stricture or narrowing of 
the urethra does exist, and dilation may 
be necessary in infants to permit empty- 
ing of the bladder. Traumatic strictures 
following childbirth also exist and are 
among the complications of delivery. Ac- 
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quired strictures, whether due to gonor- 
rheal urethritis or to pyogenic bacteria, 
are encountered in practice, and all re- 
quire the same treatment. A catheterized 
specimen of urine is usually sterile unless 
there is associated cystitis or pyelitis, as 
is frequently the case. In office practice 
I apply 5 per cent Cyclaine in the urethra 
on a cotton pledget and leave it for five 
minutes. The urethra can then be dilated 
with a minimum of pain. 

Clinicians usually make the diagnosis 
of stricture of the urethra from the symp- 
toms, such as frequency and urgency of 
urination, burning, pain low in the back, 
partial incontinence and dribbling. Resid- 
ual urine is seldom present even in very 
tight strictures. 

Polyps and Malignant Tumors.—Polyps 
are most often observed in association 
with chronic granular urethritis. Occa- 
sionally they occur in a normal urethra, 
hanging from the meatus, although they 
may occur anywhere along the course of 





Fig. 1—Polyp hanging from the urethral meatus. 
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the urethra. Hematuria may or may not 
be a symptom, depending on the condition 
of the growth. They are best treated by 
coagulation with the electrocoagulating 
current. Biopsy of all this tissue should 
be performed, although malignancy is 
rare. 

McCrae! reported 546 cases of malig- 
nant tumor of the urethra; 504 of the 
growths were carcinomas, 23 sarcomas 
and 19 melanomas. These tumors produce 
the same type of symptoms as does 
urethritis. The diagnosis is made by 
biopsy anc microscopic examination of the 
tissues. I have observed only 2 cases of 
malignant neoplasm of the urethra, and 
in each of these the tumor arose from the 
proximal portion of the urethra (Fig. 1). 


Diverticulum of the Urethra.—The diag- 
nosis and treatment of the diverticulum 
in the female has long been a problem to 
the urologist. A urethral diverticulum is 
a small pouch lying between the urethral 
and vaginal walls, communicating with 
the urethra. It is in reality formed be- 
tween portions of the urethrovaginal 
septum. A mass is perceptible on vaginal 
examination if the diverticulum is filled 
with pus, stones, urine or a neoplasm. 
This mass may or may not be tender, 
depending on the amount of infection 
present. Pus, urine or blood may be ex- 
pressed from the meatus by pressure on 
the urethral wall. A hard area may mean 
a calculus in the pocket and often can be 
expressed from the mass. 

Secretion from the urethra often reveals 
pus, blood cells and bacteria. Such divertic- 
ula are often asymptomatic, because of 
their tendency to emptying, but, on the 
other hand, they may provoke any symp- 
tom referable to the lower part of the 
urinary tract. 

Excretory pyelograms and cystograms 
seldom reveal any pathologic change in 
the urethra. When routine examination 
includes a careful search for urethral 
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Fig. 2.—Diverticulum found in woman 53 years 

of age, who had suffered for many years with 

urinary discomfort and undergone many pelvic 
operations. 


abnormalities, the incidence of diverticula 
rises. They have been found in the young, 
the middle-aged and the elderly. Accord- 
ing to the American literature, this lesion 
is considered to occur rarely, but many 
authors believe it is frequently overlooked 
(Fig. 4). 

Moore? stated that its occurrence is in 
direct proportion to the avidity with 
which it is sought. When urologists be- 
come more suspicious of the lesion and 
search more diligently by the present 
means of diagnosis, more will be found. 
In the past few years, articles on the 
subject have appeared in the literature 
in greater numbers. Lane,’ in the British 
Journal of Urology, stated that the condi- 
tion is more common in the United States, 
or is being diagnosed and reported more 
often, than in Great Britain. British text- 
books on urology and gynecology are ret- 
icent on the subject. 

Cysts may arise from congenital rests 
in the ureterovaginal septum, such as 
Garner’s duct or occluded paraurethral 
glands. It is possible that these cysts may 
rupture into the urethra and later become 
infected. Wharton‘ stated that diverticula 
may either be congenital or acquired and 
that small multiple cysts and diverticula 
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probably originate in the periurethral 
glands. 

Trauma from frequent childbirth, or 
infection, or both, superimposed on an 
already existing congenital defect in the 
urethra, must be recognized as a plausible 
etiologic factor. 


Symptoms.—There is usually a history 
of repeated attacks of increased frequency 
of urination and dysuria, with nothing 
specific to suggest the underlying cause. 
In other words, the symptoms are not 
always the same, and a diagnosis is not 
easily made by the history alone. The 
most common symptoms, however, are 
those of frequency and urgency of urina- 
tion and occasional hematuria. Dribbling 
of a few drops of urine after urination 
was among the complaints of many of my 
patients. Chills, fever, headache and gen- 
eral malaise may follow the first attack 
or may occur when the duct to the pouch 
is closed. A specimen of catheterized urine 
will be sterile unless there is associated 
trigomiis, cystitis or pyelitis, which may 
often be the case. 

Pain in the urethra and vagina, accent- 
uated in the sitting position and, partic- 
ularly, during coitus is one of the more 
common complaints when a diverticulum 
is present. There is usually a history of 
intermittent discharge of pus or purulent 
urine from the urethra. Associated stric- 
ture at the meatus or along the course of 
the urethra may cause additional symp- 
toms, such as pain referred to the urethra, 
bladder, sacrum, inguinal region or one 
or both lumbar regions. 

The patients have often consulted many 
doctors and undergone pelvic operations 
with no relief of their symptoms. Often 
the urethra has been dilated by the family 
physician or by a urologist every few 
weeks over a period of many years, with 
only temporary relief. 


Diagnosis.—The diagnosis of a subure- 
thral diverticulum is made by combining 
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a careful history with the results of 
vaginal, urethroscopic and roentgen ex- 
amination. Pelvic examination reveals a 
fluctuating, somewhat tender mass in the 
urethrovaginal septum. Pressure on the 
mass results in a discharge either of pus 
or a few drops of cloudy urine. Often the 
urine is foul-smelling, occasionally a 
bloody discharge is present. If calculi are 
present, they may easily be palpated, and 
crepitus can be elicited. Examination of 
the urethra with the panendoscope, in my 
hands, is beneficial only in a small per- 
centage of cases. 

The orifice of the diverticulum may not 
always be located panendoscopically, for 
often the ostium is occluded. Such open- 
ings may be anywhere along the course 
of the urethra, but they are seldom seen 
with the cystoscope. An accurate determi- 
nation of the size of the diverticulum 
and the extent of its ramification can best 
be obtained roentgenographically. 

I use the positive pressure urethro- 
graphic method described by Davis and Te 
Linde and by Cian. A No. 14 catheter with 
a 30 cc. bag, with an opening just proxi- 
mal to the bag, is inserted into the bladder 
and distended with water or air. The distal 
tip of the catheter is sealed. The catheter 
is then drawn tight against the sphincter. 
The sliding balloon is next advanced 
rather snugly against the meatus. Injec- 
tion of 5 to 8 cc. of the contrast medium 
is begun by injection through the catheter 
of a thick medium, such as Thixokon 
(Mallinckrodt), in sufficient amount to fill 
the urethra and any pockets that may 
exist. It is always important to strip 
the urethra prior to this examination. In 
my opinion this is the best method of 
diagnosis and the best method of evaluat- 
ing the ramifications of the diverticrlum. 


Treatment.—The treatment should de- 
pend on the stage of the diverticulum, 
whether it is acute or chronic, and the 
degree of its severity. Small diverticula 
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Figs. 3, 4 and 5.—Urethrograms of women in 

late forties, who had had urinary discomfort for 

many years. All had undergone operation with 

good results. One patient required dilation and 

treatment for three months after surgical inter- 
vention. 
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may-respond to antibiotics, dilation of the 
urethra and stripping of the ducts. For 
the‘acute conditions incision and drainage 
may be necessary, but in most instances 
antibiotics and the application of heat will 


=. 

e treatment of choice, in cases of 
chronic. involvement, is surgical eradica- 
tion of’ the sac and suture of the rent in 
the’yrethra. It has been my policy to treat 
thesexpatients by dilation, emptying the 
sac¥and swabbing the entire urethra with 
2 to-5 per cent silver nitrate. If no re- 
sponse is noted in a few weeks, surgical 
remo®Wal of the sac is recommended. 


Surgical Procedure.—A 5 cc. bag is in- 
serted in the urethra ard inflated with 5 
or. 10«ce, of water or indigo carmine. I 
then, make a longitudinal incision at the 
lower; part of the bag near the sphincter, 
and carry, it upward to the meatus.’ The 
sac is‘dissected out and removed, leaving 
the, floor of the urethra exposed from the 
meatus to the sphincter, care being taken 
not to damage the sphincter. Another 
catheter is then placed in the bladder and 


the muscular tissue closed around?it with- 
No. 00 chromic catgut.. The catheter is 


left in the bladder for one to two weeks. 
Seldom is therg a.fistulous tract after the 
operation. No. incontinence has occurred 
in my cases. , 


ws 


ZUSAMMENFASSUNG | 


Patienten mit Blasenkatarrh miissen 
einer Untersuchung unterzogen werden, 
die das Vorliegen einer Harnréhrener- 
krankung ausschliesst. 

Die Entfernung von Granulationsge- 
webe oder eines Karunkels der Harnroéhre 
ohne Versorgung eines gleichzeitig beste- 
henden Divertikels hilft dem Patienten 
wenig. 

Divertikel der Harnréhre kommen hau- 
figer zur Beobachtung, wenn bei der rou- 
tinemadssigen Untersuchung danach ge- 
fahndet wird. 
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Durch gréssere Aufmerksamkeit beziig- 
lich des Vorliegens von Harnrodhrener- 
krankungen und durch die Anwendung 
urethrographischer Untersuchungen ist es 
dem Verfasser gelungen, viele Divertikel 
der Harnroéhre zu entdecken. 

Die Behandlung von Briichen oder Di- 
vertikeln der Harnroéhre mit lange fort- 
gesetzten Dehnungen der Harnrohre ist 
zu verwerfen. 


RESUME 


Les malades souffrant de cystite de- 
vraient étre soumis 4 des examens suffi- 
samment approfondis pour éliminer une 
affection urétrale. La résection de tissu 
de granulation ou d’un caroncule de l’uré- 
tre est de peu de valeur pour le malade si 
elle n’est pas suivie de la réparation d’un 
diverticule existant. 

L’incidence du diagnostic est augmentée 
lorsque |’examen de routine comprend la 
recherche d’un diverticule urétral. 

Un intérét accru pour la pathologie uré- 
trale, joint a une technique d’examens 
urétrographiques, a permis a l’auteur de 
déceler un grand nombre de diverticules de 
l’urétre. 

La dilatation prolongée de l’urétre en 
tant que traitement de l’urétrocéle ou du 
diverticule, est 4 condamner. 


RESU MEN 


Todo cistitis ofrece un problema de diag- 
nostico diferencial con las enfermedades 
de la uretra. La extirpacion de un tejido 
de granulacién de la cartncula uretral 
tiene poco valor si al mismo tiempo no se 
extrae un posible diverticulo; si se busca 
sistematicamente dicho diverticulo se en- 
cuentra en tal proporcién que las estadis- 
ticas del mismo aumentan; el autor ha 
diagnosticado muchos diverticulos uretra- 
les, valiéndose de de técnicas uretrografi- 
cas y dando cada vez mayor importancia a 
la anatomia patolégica de la uretra. 
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Pacientes com cistite deveriam ser exa- 
minados suficientemente a afastar o diag- 
nostico de molestia uretral. 

A remogao de tecido de granulacéo ou 
caruncula da uretra sem reparacao de al- 
gum diverticulo ai existente é de pouco 
valor para o paciente. 

Quando o exame de rotina inclue uma 
pesquisa de diverticulos uretrais, a inci- 
dencia aumenta. 

Com crescente interesse na patologia 
uretral juntamente com uma técnica ure- 
trografica em téla, o Autor encontrou 
muitos diverticulos de uretra. 

Dilatagao de uretra como tratamento 
para uretrocele ou para diverticulo por um 
longo periodo deve ser condenado. 


RIASSUNTO 


Ogni malato con cistite deve essere stu- 
diato per escludere che vi siano malattie 
uretrali. La semplice asportazione di tes- 
suti di granulazione o di caruncole dall’- 
uretra senza riparare un eventuale diver- 
ticolo coesistente non porta vantaggi 
all’infermo. Se si ricercano abiltualmente, 
i diverticoli si dimostrano frequenti. L’au- 
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tore, infatti, grazie al suo interesse per la 
patologie dell-uretra e all’impiego delle 
tecniche uretrografiche, ha trovato molti 
diverticoli. 

La dilatazione dell’uretra per la cura 
dell’uretrocele o di un diverticolo é un me- 
todo che non deve essere continuato a 
lungo. 
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Pelvic pain in women may be due 
to any of a number of causes, which 
are here discussed in detail. The 
authors warn against the increasing 
tendency to dismiss too many pa- 
tients on the assumption that their 
complaints are purely psychoso- 
matic. Since pain and other symp- 
toms referable to the pelvis may in- 
volve any or all of three major sys- 
tems of the human body, i.e., the 
genital, the gastrointestinal and the 
genitourinary, there are many etio- 
logic and pathologic factors to be 
considered, both in diagnosis and in 
treatment. The neural and anatomic 
interrelations of the pelvic organs 
are described, and the authors’ rec- 
ommendations for the diagnosis and 
management of conditions that cause 
pelvic pain are presented. 





AM, ALABAMA 


Nerves that supply the ovaries come from 
the renal and aortic plexuses; they ac- 
company the ovarian vessels in the tissue 
of the suspensory ligament of the ovary. 
Embryologically the ovaries arise high in 
the abdomen and receive their nerve 
supply from a source other than that 
which supplies the pelvic viscera. 

Pain that arises from ovulation 
commonly spoken of as mittelschmerz. 

In discussing pelvic pain in women we 
must discuss the three great anatomic and 
physiologic systems that traverse the 
human pelvic canal: 

(1) The genital system, which makes 
possible propriation and propagation of 
the human race; (2) the gastrointestinal 
system, which is the great disposal and 
sewage system of the body, and (3) the 
genitourinary system, which, though not 
as large as the St. Lawrence seaway, is a 
tremendous and necessary system in the 
life, health and happiness of the human 
being. 

All three of these are integral parts of 
the human being, are quite necessary for 
comfort and health and cannot be ignored 
where a definitive diagnosis of local pelvic 
pain is to be made. Wisdom forbids the 
overlooking of this system in making a 
differential diagnosis of pelvic pain in 
women. 

As a rule, uterine tumors are asympto- 
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matic; when signs and symptoms are pres- 
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ent, a tumor may be outlined. If there is 
pain from pressure or adherence to sur- 
rounding structures or from secondary 
changes a tumor itself is to be suspected. 

Carcinoma of the uterus, body or cervix, 
is asymptomatic until it becomes suffi- 
ciently advanced to involve the structures 
or nerves near by. 

Painful menstruation or dysmenorrhea 
is usually spoken of as a disease. Actually 
it is a symptom or manifestation of some 
underlying organic abnormality. Presacral 
sympathectomy with complete excision of 
the superior hypogastric plexus, as pro- 
posed and done by Cotte, is effective in 
cases in which no pathologic change is 
present outside the uterus. 

Pain arising from ectopic pregnancy 
usually is the result of rupture or abortion 
through the distal end of the tube. 

Thrombophlebitis of the deep pelvic 
vein is not uncommon and should not be 
overlooked in making the diagnosis of deep 
pelvic pain in obscure cases. Heparin or 
dicumarol is beneficial in many such cases. 
Excessive prolongation of the prothrombin 
time may be combated by intravenous 
administration of vitamin K or whole 
blood. 

Pelvic varicocele or enlarged veins in 
the broad ligament or the ovarian veins 
may cause a painful sequela, thrombophle- 
bitis. Operation for varicocele provides a 
simpler and safer method of relieving 
pelvic pain than do many other accepted 
operative measures. The left ovarian veins 
are frequently more prone to varicosities 
than are those on the right. 

Major complaints of pain in the pelvis 
may sometimes be associated with patho- 
logic change that is difficult to identify. 
Possibilities to consider are ovarian cysts, 
sudden hemorrhage accompanying rup- 
ture in the course of ectopic pregnancy 
and acute pelvic inflammation. 

In a study of pain associated with endo- 
metriosis made at the Mayo Clinic it was 
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noted that 54 per cent of the patients with 
endometriosis had no pain. Pain is fre- 
quent enough, however, to require that it 
should not be overlooked when the condi- 
tions and symptoms suggest endometriosis, 
for at times this is a severely disabling 
disease. 

Abnormal vaginal bleeding not asso- 
ciated with pregnancy should not be over- 
looked, as is so commonly done. Attention 
to this should not be postponed through 
fear of the menstrual flow; otherwise, 
early malignant change may be overlooked. 


Pelvic inflammatory disease is the most 
common cause of pain in the lower part 
of the abdomen, and chronic residual 
pelvic inflammation of the reproductive 
structures may provoke pain over a period 
of years. 

A diagnosis of chronic appendicitis is 
not nearly as frequent as it formerly was. 
Before such a diagnosis is made, a precise 
and thorough examination should certainly 
be done, with particular attention to ruling 
out disease of the genitourinary tract, such 
as pyelitis, stricture, angulation, or other 
trouble with the ureters. All too many 
surgical scars are made on the abdomen 
for the purpose of removing a chronically 
diseased appendix, only to discover later 
that stricture of the ureter or pyelitis was 
present all the time. 

Tuberculosis plays a rather potent part 
in diseases of the female pelvis, especially 
in some countries. It is estimated by some 
and has been suggested in an average of 
about 5 per cent of cases throughout the 
world that inflammation of the tubes is 
caused by tuberculosis. Chronic pelvic in- 
flammation in a tubercular person may 
have tubercular origin. 

In an attempt to make a diagnosis of 
ruptured ectopic pregnancy under difficul- 
ties, a cul-de-sac puncture is valuable. A 
good history is also important, for in 80 
to 90 per cent of the cases the patient has 
missed a menstrual period. 
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Ovarian neoplasms do not always pro- 
duce pain. If a solid tumor is present it 
should be regarded as possible malignancy 
and treated as such and looked upon as 
such until proven otherwise. 

In evaluating pain which is complained 
of by individuals we should not overlook 
the so-called psychosomatic abdominal-pel- 
vic pain. A certain number of persons will 
come into this category, but certainly 
they should not be so classified until all 
other pathologic conditions have been 
ruled out. 

Relief of certain types of pelvic pain 
is obtained by such operations as sym- 
pathectomy or in rare instances, by intra- 
spinal injections of alcohol. The latter 
should be very rare, e.g., intractable pain 
associated with carcinoma of the uterus, 
particularly of the cervix. Pelvic sym- 
pathectomy, when indicated, is a simple 
operation that often relieves the patient 
if a proper diagnosis is made. 

The management of severe dysmenor- 
rhea and pelvic pain is as much a problem 
as it was in 1852, when Marion Sims 
stated, in his Handbook on Gynecology, 
“Of all the newly found drugs, not any 
is of much value to the woman with severe 
cramps, except laudanum.” No doubt 
many readers of this article have never 
heard of laudanum! 

In 1921 Leriche made a complete study 
of the pelvic sympathetic system in its 
relation to pelvic pain. He developed the 
procedure known as periarterial sym- 
pathectomy of the internal iliac arteries. 
In 1925 Cotte discovered that the same re- 
sults would be obtained by resection of the 
superior hypogastric plexus. 

Cervicitis causes a great deal more pain 
than is suspected and should be ruled out 
before a patient is told that she has no 
pelvic trouble at all. 

Gynecologists are faced at times with 
very unusual types or causes of pain, such 
as rupture of the corpus luteum, the 
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clinical picture of which may simulate that 
of a ruptured ectopic pregnancy. 

Pelvic cellulitis is known to occur most 
frequently in puerperal patients; never- 
theless, it may occur in nonpregnant pa- 
tients after uterine or cervical instrumen- 
tation. 

Rupture of a tubo-ovarian abscess is one 
of the most serious abdominal catastro- 
phes and if not recognized early and 
treated properly we lose our patients. 
Treatment of this comes under the head 
of emergency operation. After shock has 
been treated, laparotomy is done with the 
principal aim of establishing intraperito- 
neal drainage. 

Pain may arise from adnexal neoplasms 
that undergo erosion and hemorrhage into 
the tumor. 

A classification of pelvic pain has been 
done by Mengert, who offers a fairly work- 
able classification : 

1. Intragenital, in which the pelvic le- 
sions responsible are readily recognizable. 

2. Extragenital, in which the pelvic 
organs are normal. 

As has been stated, adenomyosis often 
causes pelvic discomfort and may be 
manifested by menorrhagia and a sensa- 
tion of weight in the pelvis. As has also 
been stated, the pain of endometriosis is 
one of the most incapacitating of the pelvic 
pains. 

As has been emphasized above, pelvic 
pain is a prominent symptom of many 
pelvic lesions. Careful investigation and 
correlation with other symptoms and clini- 
cal signs are required for interpretation. 

Someone has stated that pain is now 
accepted as a sixth and separate sense, 
quite apart from the so-called primary 
senses (sight, hearing, taste, smell and 
touch). The visceral peritoneum is insen- 
sitive to local stimuli such as pricking, 
cutting or pinching, but any pull on a 
mesentery or attachment of a viscus to 
the abdominal wall will cause pain. 





i i, tae. i) gee he ee 











VOL. 35, NO. 1 


The nerves that supply the pelvic organs 
and area—the bladder, perineum, vulva, 
and vaginal and anal regions—are in- 
cluded in the three types: (a) somatic or 
cerebrospinal, (b) sympathetic, and (c) 
parasympathetic. Pain from the pelvic 
viscera reaches the consciousness of the 
patient through somatic afferent nerve 
fibers, called the “viscerosensory nerves,” 
which pass upward from the pelvic viscera 
in the sympathetic chains. 

One should keep in mind the fact that 
there is a cause for all pain. The use of 
the word “idiopathic” means, frankly, 
that one does not know. 

Some of the conditions theoretically set 
forth as causes of pelvic pain are chronic 
metritis, chronic salpingitis, chronic ap- 
pendicitis, adhesions, congestion, psycho- 
neurosis and ovarian dysfunction. Under 
the syndrome of ovarian dysfunction are 
included pelvic pain, menorrhagia, metror- 
rhagia, cystic ovaries, tender ovaries, 
tender uterus, dyspareunia, infertility and 
nervous exhaustion. One that is not gen- 
erally mentioned or suggested that we 
should like to emphasize is pathologic 
change in the genitourinary tract, such as 
pyelitis, stricture, obstruction or angula- 
tion of the ureters, all of which are often 
associated with cystitis. 

Pain may arise from structures and 
functions of the bones, joints, muscles, 
ligaments and fasciae of the trunk, pelvis 
and legs. The relaxation of the pelvic joints 
that precedes menstruation and accom- 
panies pregnancy is a common cause of 
pelvic pain. 

“Myalgia,” as used in referring to the 
pelvis, is a term coined to describe a pain- 
ful spasm of the piriformis group of 
muscles. The muscles that are affected, 
either singly or in groups, are (1) the 
piriformis; (2) the inferior and superior 
gemelli; (3) the obturator internus; (4) 
the gluteus medius; (5) the levator ani, 
and (6) the coccygeus. It must be stressed 





DOUGLAS ET AL.: PELVIC PAIN 


that pelvic myalgia is not a clinical entity 
but a complication of posterior urethritis, 
an anal or rectal pathologic condition or 
an orthopedic defect. 

The intrapelvic organs, in which the 
abdominopelvic pain originates, are inner- 
vated exclusively by the autonomic nerv- 
ous system. Most of these organs—the 
uterus, the salpinges, the rectum, the blad- 
der and probably the pelvic peritoneum 
are innervated through the plexus hypo- 
gastricus and the ovaries through the 
plexus ovaricus. 

It is unfortunate that many patients, 
and far too many doctors, are imbued with 
the idea that the only solution for many 
of the ailments of women, especially 
for chronic pain and discomfort in the 
abdominopelvic region, is surgical inter- 
vention. Someone has expressed the 
opinion, in a rather homespun manner, 
that women who complain of chronic pain 
in the lower part of the abdomen or in 
the pelvis are “pushed around,” medi- 
cally and surgically speaking, much more 
than is any other group of patients. 

Conservatism should be adhered to in 
many cases, certainly until the correct 
diagnosis has been made. This would 
eliminate the extirpation of many uteri, 
ovaries, tubes, etc. “Somatic innervation” 
applies both to the sensory and to the 
motor nerve supply to the frame of the 
body. Concern here is with the sensory 
somatic innervation. As is well known, 
a spinal nerve arises from a segment of 
the spinal cord and is composed of an 
anterior (motor) root and a _ posterior 
(sensory) root. 

Visceral innervation is affected by the 
autonomic, or involuntary, nervous sys- 
tem. The most frequent and trying prob- 
lems in gynecology are presented by the 
patient with a history of pain for which 
the physician can find no satisfactory 
organic cause. Minor deviations from ab- 
solute normal, such as a freely movable 
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retrodisplaced uterus, cervical hypertro- 
phy or a slightly enlarged ovary, may be 
present. 

As far back as 1899, Goodell, in an 
article entitled “The Abuse of Uterine 
Treatment through Mistaken Diagnosis,” 
condemned local treatment of the pelvic 
organs and suggested treatment directed 
at the nervous system. At about the same 
time, Sir Weir Mitchell contributed some- 
thing for which we are much indebted to 
him, the patient’s so-called rest cure. 

In the development of psychosomatic 
disorders there are three requisites: (1) 
a psychoneurotic predisposition; (2) an 
exciting emotional conflict, and (3) re- 
striction of outward expression of the 
conflict. 

It is estimated that pelvic pain accounts 
for at least 25 per cent of admissions to 
the gynecologic ward. Further reference 
to pain, as Mengert has stated, might be 
listed as: 

I. Pain of genital origin 

1. Gonorrhea, pelvic inflammatory 
disease, pelvic cellulitis and hem- 
orrhage 

. Uterine prolapse, adhesions, 
twisted pedicle of ovarian cyst 
Periodic distention of endometrial 
implant 

. Incarceration of a tumor in the 
pelvis ; 

Rupture of the uterus, tube or 
bladder. 

II. Pain of extragenital origin 

1. Pelvic neurosis 

2. Pain originating in other pelvic 

structures: 

A. Bony sacroiliac 

B. Urinary tract 

C. Intestinal tract (colitis, diver- 
ticulitis, appendicitis) . 

Uterine prolapse of the second or third 
degree can cause pain due to the dragging- 
down sensation. A retrodisplaced uterus 
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is not considered a cause of pelvic pain 
nearly as frequently as it formerly was. 

There is grossly little clinical or patho- 
logic similarity between adenomyosis and 
the large “‘chocolate cyst’ of the ovary. 

The gynecologic diseases causing pelvic 
pain might be listed as (1) cervicitis and 
parametritis, (2) enlargement of the 
uterus; (3) pelvic endometriosis; (4) mal- 
positions of the uterus; (5) pelvic con- 
gestion; (6) adnexal disease, and (7) 
disease of the genitourinary system, such 
as pyelitis, ureteral stricture or angula- 
tion of the ureters. The last-mentioned 
conditions are among the most important. 

Endometriosis has a high place in the 
classification of causes of pain but, as has 
been stated in statistics from the Mayo 
Clinic show that 54 per cent of the patients 
with endometriosis did not have pain. 

As to the treatment of pelvic pain, the 
correct diagnosis should first be made, if 
possible. Second, each pathologic point 
should be recognized and treated ac- 
cordingly. In the presence of endometri- 
osis, which causes so much pain, it has 
been suggested by Greenhill and others 
that testosterone be given in doses of 25 
mg. three times weekly for four weeks; 
after a rest period of three to four weeks 
this therapy is repeated. 

Acute cervicitis is usually caused by 
the gonococci. Any of the various strepto- 
cocci and staphylococci may be present 
in the flora of the vagina or introduced 
from the outside, however, may be acti- 
vated. The pathologic picture of acute 
cervicitis is best seen in the gonorrheal 
infections. There the cervix is inflammed 
and edematous, and a yellow purulent 
discharge is present. Initial complaints 
referrable to the genitourinary tract are 
(a) dysuria and (b) frequency and ur- 
gency of urination. 

Chemical cervicitis and vaginitis are 
seen at times often as the result of insert- 
ing 5 gr. tablets of potassium permanga- 
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nate which results in the burning of the 
mucous membrane and causes profuse 
hemorrhage. This drug is used as an abor- 
tifacient. We observed a patient some time 
ago who almost bled to death as a result 
of it. 


Hyperplasia of the lower columni cells 
and the glands of the cervix or cervical 
canal is produced. These cells will even- 
tually proliferate to the external os, to 
be deposited on the lips of the cervix, 
creating a condition spoken of as “ero- 
sion.” Cervicitis may also follow postabor- 
tive infections and may be produced by 
instrumentation that damages the endo- 
cervical epithelium. 

Among the symptoms may be a dis- 
charge, which is usually thick, mucoid and 
tenacious. Dyspareunia may follow. The 
contiguity of the cervix to the trigone or 
the urinary bladder permits infection due 
to lymphatic drainage from the infected 
cervix. Endocervicitis and cervicitis are 
probably important factors in some cases 
of interstitial cystitis. Another symptom, 
somewhat vague but not infrequent, is a 
sensation of heaviness in the pelvis. This 
condition is improved or cleared when the 
cervix is cleared of infection. Dysmenor- 
rhea is another complaint sometimes 
associated with chronic endocervicitis 
and cervicitis. The diagnosis of cervicitis 
is based first on the history of childbear- 
ing and instrumentation for postabortive 
infection. Speculum examination can often 
determine the site of injury. Smears and 
cultures of the discharge in cases of 
chronic cervicitis commonly reveal staph- 
ylococci, streptococci and Bacillus coli; 
gonococci are rarely associated with the 
chronic condition. In every instance, 
cnronic cervicitis is potentially carcinoma 
of the cervix and should be cleared up if 
biopsy shows trouble to be present. This 
may be done by electrocauterization. 

Topical cauterization of the ectropion 
or eversion is usually very satisfactory in 
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treating this condition. The patient is 
told to expect a fairly profuse, disagree- 
able, odorous discharge, which may or 
may not be tinged with blood, but she is 
reassured that this is a usual sequela of 
cauterization. Dilation of the cervical 
canal should be kept up at weekly inter- 
vals from four to six weeks, to prevent 
the development of strictures or stenosis 
in the cervix. As has been stated, electro- 
coagulation may also be used in the treat- 
ment of chronic cervicitis and endo- 
cervicitis. Like electrocauterization, it 
requires no anesthetic. 

Many patients are brought to the 
doctor’s office with a history of postabor- 
tive infection and cellulitis. Usually they 
are acutely ill and state that a midwife 
or an abortionist emptied the uterus. 
Criminal abortion has existed from time 
immemorial; like many other calamities, 
instead of growing less frequent, it is 
growing more frequent. It is resorted to 
by the most intelligent as well as the most 
ignorant people. 

The bacteriologic and _ pathologic 
changes associated with postabortive in- 
fections are most frequently caused by 
streptococci and staphylococci. These or- 
ganisms are disseminated through the 
walls of the uterus by way of the lymphat- 
ics and veins and reach the broad liga- 
ments, the tubes, the ovaries and the 
pelvic peritoneum through these channels. 

Endometriosis, perimetritis, metritis, 
thrombophlebitis, and periphlebitis, lym- 
phangitis, and, in many cases, typical 
cellulitis of the pelvis are observed. 

After an abortion in which the embryo 
or fetus is removed or separated from the 
uterine wall there is actually an open 
space, or wound, in the uterus. In addition, 
there may be other injuries to the wall 
of the uterus, the cervix or the vagina. 
These supply avenues of entrances for 
all types of bacteria (anaerobic, hemolytic, 
viridans and staphylococci). 











Streptococci give rise to the typical 
induration of the pelvic structures, the 
broad ligaments and the adnexal area. The 
large vessels in the pelvic area become 
infected, which leads to pelvic thrombo- 
phlebitis. This may be limited to the 
pelvic veins but may migrate to involve 
the veins of the extremities. 

A woman in the childbearing age who 
has admitted having had a period of 
amenorrhea and then bleeding or spotting, 
with an elevated temperature and pain 
in the lower part of the pelvis, should put 
the examining physician on guard against 
a possible septic or postabortive infection. 
Fever usually begins forty-eight to sev- 
enty-two hours after criminal instrumen- 
tation. 

The history of such an abortion may be 
obtained from the patient or a relative. 


When, on laparotomy, degenerated cho- 
rionic villi are among the infected material 
in a tube that suggests, grossly, a typical 
tubal ovarian abscess, this is positive proof 
of the diagnosis. Appendicitis is to be 
differentiated from pelvic inflammatory 
disease or other abdominal infections. 
Among the conditions frequently to be 
ruled out are pyelonephritis and pyelitis, 
which often cause high temperature, chills, 
fever and a simulated picture of post- 
abortive infection. Chills and fever come 
on early, before any pelvic pain is felt by 
the patient. 

The picture has changed considerably 
since the advent of antibiotics and blood 
transfusions. It must be strongly em- 
phasized, however, that we have seen 
patients in whom, despite large doses of 
antibiotics, blood transfusions, bed rest 
and other therapy, the process remained 
active, with fluctuations of temperature 
from 100 to 103 F., for six to eight weeks. 
In this connection there is need for educa- 
tion of the laity, the medical student, the 
nurse and the physician as to the fact 
that instrumentation of any kind is haz- 
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ardous and may lead to serious complica- 
tions. The active treatment consists of 
complete bed rest with the use of peni- 
cillin, aureomycin, streptomycin, erythro- 
mycin, terramycin, polymixin, and other 
combinations, plus blood transfusions, 
which may be given in small amounts. 
For postabortive infection or cellulitis, 
surgical intervention is entirely contrain- 
dicated unless there is hemorrhage so 
severe as to threaten the patient’s life. 


Drug sensitivity tests should be done 
to identify the drug that is most effective 
for the particular patient. After cervical 
cauterization there may be a severe ex- 
acerbation of pelvic inflammatory disease 
that causes a severe reaction, with high 
fever, pain and induration, that is not 
uncommon. Cauterization is usually done 
best about the middle of the cycle. As 
is well known, vaginal irrigation with 
high pressure irrigators should be con- 
demned. Cervical fibroids may cause con- 
siderable pain and disturbance by uterine 
contractions resembling those of child- 
birth. Among the commonest sites of pelvic 
inflammatory disease are the fallopian 
tubes and the pelvic peritoneum. 


In many clinics, tuberculosis occurs in 
the tubes far more frequently than is 
suspected. Five to 8 per cent of all infec- 
tions of the tubes are of tubercular origin. 
This incidence may be maintained by the 
husband’s having tubercular epididymitis 
and tuberculosis of the genital tract. In 
contrast to gonorrheal salpingitis, tuber- 
culosis does not, as a rule, affect or close 
the fimbriae of the tubes. In the presence 
of tubercular salpingitis the fimbriae are 
often everted and puckered up, giving 
what someone has called the “tobacco 
pouch” appearance. 

An infected cervix is frequently as- 
sociated with inflammatory disease of the 
urinary tract. Animal experiments on the 
lymphatic interrelations of the cervix and 
the urinary bladder were done by Wins- 
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bury-White in 1933. The injection of 
India ink and living and dead tubercule 
bacilli into the tissues of the cervix and, 
subsequently, for autopsy showed that the 
pigment could be traced in an unbroken 
stream by way of the lymphatic channel 
to the trigone of the bladder. Usually the 
tubercule bacilli could be detected in the 
kidneys within one hour after injection. 
We would emphasize the fact that Her- 
rold, Ewert and Maryan in 1936, as well 
as Greenhill in 1940, pointed out that any 
disturbances of the lower part of the 
urinary tract can be relieved by appropri- 
ate treatment of the chronically infected 
cervix. This was confirmed by Nelson 
(1988), in whose experience the Sturm- 
dorf method of amputation was more 
effective than cauterization. 

The cystoscopic picture in women with 
cervicitis was described by Ainsworth- 
Davies in 1934 and Winsbury-White in 
1948. They agree that the main vesical 
lesion is trigonitis. 

In work done at the Cardiff Royal Infir- 
mary on women attending the gynecologic 


outpatient department, about 10 per cent | 


of them showed the marked association of 
the genitourinary infections with the other 
diseases in which the urinary symptoms 
varied from slight dysuria to intense fre- 
quency of micturition, in some cases as 
often as every half hour during the day. 
Cervical conditions vary from a small 
simple erosion to extensive follicular 
lesions. The urinary tract-bacteriologic in- 
vestigation of the urine is frequently 
negative. In many cases you find no 
special organisms to account for the symp- 
toms. Frequently where cystoscopic ex- 
amination is done, we find the bladder 
mucous membrane to be normal in appear- 
ance. Probably this would be in fifty 
per cent of the cases. But with further 
study we find a definite relationship with 
the urinary tract infections with the 
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symptoms that they had. And until such 
is cleared up the patient is not relieved. 

Graham stated that, of 65 patients with 
cervicitis and disturbance of micturition, 
33, or approximately 50 per cent, had what 
he termed cervical trigonitis, which is 
accompanied by certain changes in the 
mucosa of the bladder. Cauterization of 
the cervix was successful in relieving the 
urinary symptoms in 74 per cent of the 
cases. 

The woman who complains bitterly of 
persistent, bizarre pelvic pain out of 
proportion to the physical evidence is the 
béte noire of the gynecologist. Such a pa- 
tient is entitled to a complete study not 
only by gynecologic, but the psychologic, 
psychiatric and any other specialty that 
may give any assistance, for all too fre- 
quently, in their cases, at least one medical 
mistreatment has occurred, and often 
more than one. 

Hysteria was described in antiquity as 
a disease of women. Hippocrates, Galen, 
Arateus and Celsus considered the dis- 
ordered uterus the source of this illness 
and its symptoms. Much later Freud, 
Breur, Charcot and Bernheim also con- 
sidered the womb in the analysis of 
hysteria. A neurotic woman thus seems 
peculiarly unfortunate, however bitter and 
repeated may be her visceral neuralgia. 
She is told either that she is hysterical 
or that it is all in the uterus. To suggest the 
uterus is to implant in the woman the 
arrow of hypochondria. 

A nice piece of work was done by 
Benson and others of the University of 
Oregon, with the collaboration between a 
psychiatrist and the gynecologist. Hys- 
terical women, it has been shown, undergo 
an excessive number of surgical proce- 
dures, ranging from one to a half dozen. 
There appears to be general agreement 
among investigators that some type of 
emotional disorder is often involved in 
the problem of functional pelvic pain. The 
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conclusion of the study made by Benson 
and his co-workers was that the woman 
with pelvic complaints out of proportion 
to the physical signs is emotionally ill. 
Others admit this to a degree but seem 
unwilling to accept the psychic factor in 
the illness. 

The problem of treating the patient 
with infection of a bacteriologically un- 
determined type requires study. If there 
is a ruptured tubo-ovarian abscess or 
severe pelvic peritonitis, a serious prob- 
lem exists. Treatments are varied. Fre- 
quently the intravenous administration of 
broad spectrum drugs such as tetracycline, 
doses of 0.5 to 1 Gm. a day, yields good 
results. The pus removed at the operation 
should be cultured and sensitivity deter- 
mined. Constant use of steroids and anti- 
biotics may be helpful. In the case of an 
acutely ill patient, adrenal exhaustion may 
lead to irreversible shock. For patients 
who are allergic to penicillin, oral eryth- 
romycin, in doses of 250 mg. four times 
daily, may be administered to some ad- 
vantage. Recently, good results have been 
reported from the combined use of corti- 
sone and antibiotics in the treatment of 
resistant pelvic inflammatory disease. 

In our opinion, it may be of interest 
to quote from Gordon Douglas’ statistics 
from Cornell University Hospital on two 
typical months, October and November 
1958, in which a total of 189 major opera- 
tions, 383 minor operations and 745 
deliveries were performed. During the 
same period the following significant in- 
fections were encountered: pyelonephritis, 
9 cases; vulval abscess, 8 cases; wound 
infection, 7 cases; pelvic inflammatory 
disease, 6 cases; mammary abscess, 2 
cases, and postabortal infection, 2 cases. 
The incidence of wound infection, ap- 
proximately 4 per cent, coincides with 
Williams’ estimate, already mentioned, 
that in approximately 5 per cent of clean 
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wounds septic lesions develop in the 
hospital. 

Inflammations of the fallopian tubes 
(salpingitis) and broad ligaments are 
not particularly varied. They may be 
grouped and discussed under the follow- 
ing headings: (1) nonspecific salpingitis ; 
(2) salpingitis isthmica nodosa; (3) tal- 
cum powder granuloma; (4) tuberculosis; 
(5) actinomycosis; (6) granuloma in- 
guinale; (7) hydatid disease, and (8) 
enterobius vermicularis salpingitis. 

The term “nonspecific salpingitis” is 
used to encompass the inflammations 
caused by the usual pyogenic bacteria and 
not attended by any pathognomonic his- 
tologic changes. Although salpingitis is 
still a common disorder, there has been 
definite decline in incidence in recent 
years, owing primarily to strenuous 
efforts on the part of physicians and 
medical agencies. All races are affected. 
Since the disorder is more prevalent 
among the indigent than among the 
better-to-do classes, it is more common 
among Negroes than in the white popula- 
tion. 

The most common bacteria causing 
salpingitis are gonococci, streptococci, 
staphylococci and colon bacilli. Less fre- 
quently, the following organisms may 
serve as causative agents: proteus bacilli, 
paratyphoid bacilli, and typhoid bacilli, 
Friedlander’s group of organisms, in- 
fluenza bacilli, and organisms of the pyo- 
cyaneus group. 

Some of the factors that aid in trans- 
portation of the bacteria from the lower 
to the upper part of the tract are coitus, 
traumatic treatment, high pressure dou- 
ches and activities that increase intra- 
vaginal pressure. 

Grossly the appearance of salpingitis 
varies greatly from case to case, depend- 
ing on (1) the type, number, and viru- 
lence of the organisms; (2) whether the 
lesion represents a first infection or a 
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reinfection; (3) the stage of the process, 
whether acute or chronic, and (4) the 
presence or absence of complications. 

The genital tract, which is host to a 
great variety of microorganisms, is en- 
dowed by nature with protective mecha- 
nisms that normally operate as a defense 
against pelvic disease. The thickness of 
the epithelial layer, the p# of the vaginal 
secretion and the predominance of doder- 
lein bacilli are known barriers against 
infection. The thickness of the epithelium 
is greater during the years of active sex 
maturity and greatest during pregnancy. 

With the menopause the epithelium be- 
comes progressively thinner pari passu, 
with lowering of the estrogenic level. The 
p# of the cervical canal ranges from 8 to 
9. Nitrazine paper provides a rough 
means of testing the alkalinity or acidity. 
The Doderlein bacillus is the predominat- 
ing organism in the healthy, mature 
vagina. The presence of glycogen is due 
to estrogenic activity and is indicated by 
a deep mahogany stain after the vagina 
has been painted with Lugol’s solution. 
The growth of many pathogenic organisms 
is inhibited by the conditions of the health 
of the vagina. Deviations from normal in 
the healthy vaginal smear result from the 
physiologic and pathologic changes de- 
tected. Pathogenic organisms do not sur- 
vive when the p# is 4.4 or less. 

The vagina of the newborn is usually 
free from bacteria. At birth the vagina is 
sterile and its reaction is acid. By the end 
of the first week of life the dominant 
organism of the vaginal flora is the 
Doderlein bacillus. After several weeks 
the Doderlein bacilli are replaced gradu- 
ally by a flora in which gram-positive cocci 
and diplococci predominate. Many types 
of organism, pyeogenic and otherwise, are 
observed about the vulva in girls and 
women. Gonner first definitely stated that 
the genital tract tends to maintain a state 
of asepsis by natural means. 
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Doderlein, in 1892, described two dis- 
tinct types of secretion. One of these, 
termed normal, was a white, thickish, 
crumbly material, acid in reaction, con- 
taining epithelial cells, occasional yeast 
cells and many thick bacilli. Other secre- 
tions, termed abnormal, were more fluid 
and puslike, less acid in reaction, often 
neutral or alkaline, containing leukocytes, 
epithelial cells and a variety of bacteria, 
especially cocci and short bacilli. 

Cultures from the abnormal secretion 
were positive, various pathogenic organ- 
isms being present with streptococci in 
10 per cent of cases. In 1894, Kronig 
studied the secretions of 100 pregnant 
women and observed that there were no 
septic organisms. He concluded that the 
vaginal canal becomes aseptic after two 
or three days when foreign material is 
introduced. Antiseptic douches weaken or 
destroy the natural defenses. It should 
be noted, however, that the gonococci, 
Clostridium perfringens and Aerobacter 
aerogenes (a nonpathogenic fecal con- 
taminant rarely observed) are highly re- 
sistant to the germicidal action of vaginal 
secretion. 

Kessler noted that the p# rises from 3 
to 5 during pregnancy and 6 to 7 during 
the puerperium. The presence of blood 
enriches the vaginal secretion and pro- 
duces a p# favorable to bacterial growth. 
The vaginal lochia contains a variety of 
organisms. While various types of strep- 
tococci are observed, those most frequently 
causing puerpal sepsis are absent. Patho- 
genic organisms are more likely to be 
present in the vagina and cervix in cases 
of abortion than in any other circum- 
stances. 

The tuboracemose glands of the endo- 
cervix may act as a nidus for gonococcic 
reinfection. Curtis demonstrated that in 
cases of gonorrheal infection of the tubes 
the gonococci live for only a limited time 
unless the patient is exposed to reinfec- 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


tion. Most pelvic inflammations result 
from infections following invasion of the 
pelvic structures by various microorgan- 
isms. Pathogenic organisms may gain ac- 
cess to the pelvic organs by way of the 
vagina, rectum, intestine or bladder, or 
may be carried by the blood stream from 
a remote focus of infection. Certain or- 
ganisms, such as the Gonococcus, Trepo- 
nema pallidum, Streptococcus, and Hemo- 
philus ducreys, are known to invade 
apparently healthy tissue. The influence 
of menstruation upon the development of 
inflammation in the uterus and adnexa has 
always been considered important. In- 
flammation of the vagina caused by 
infection, trauma or altered metabolism 
produces: (1) hypoacidity; (2) hyper- 
glycogen; (3) thinned epithelium, and 
(4) a low Doderlein bacillus count. 
Calculi, strictures and neoplasms of the 
urinary system eventually give rise to 
infection. When streptomycin is adminis- 
tered, it is necessary to maintain a urinary 
p¥ of about 8 for the best results. Medica- 
tion, alone, is usually inadequate for a 
cure. The establishment and maintenance 
of free, unobstructed drainage of urine 
and elimination of foci of infection are 
essential. Genital infections may also re- 
sult from contamination by fecal mate- 
rial carried into the vagina and over the 
perineum during childbirth or miscar- 
riage. E. coli bacilli carried up into the 
urethra and bladder during careless 
catheterization may also cause direct 
infection. Hemolytic or nonhemolytic E. 
coli usually cause infection of the urinary 
tract, such as pyelitis, pyelonephritis and 
cystitis. Terramycin and aureomycin are 
the drugs of choice for many infections of 
the urinary tract. Streptomycin is useful 
for those infections which do not respond 
to either of the other two, but when 
streptomycin is used one should still re- 
member the possible danger to the audi- 
tory nerve. When streptomycin is used, 
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it is necessary to alternate it with sul- 
fonamide to prevent the development of 
resistant organisms. Furadantin, admin- 
istered orally, may be of great help to 
some patients if the organisms are sensi- 
tive to this drug. Gas-producing Clostri- 
dium perfringens may cause infection of 
the urinary tract in cases of carcinoma 
of the rectum or bladder associated with 
fistula. Penicillin is frequently of great 
value and the broad spectrum antibiotics 
may have value in these infections. Micro- 
bacterium tuberculosis, cystitis and pye- 
lonephritis associated with pyuria are 
frequently complicated during later stages 
by secondary infections of Escherichia, 
Staphylococcus, Pseudomonas and other 
organisms. Neisseria gonorrhea is rarely 
the cause of cystitis, pyelitis or ureteritis. 
Polymixin is highly beneficial when it is 
the drug to which the organism is sensi- 
tive. If it fails, however, terramycin is a 
good second choice, since reports of stains 
isolated in certain laboratories have 
proved sensitive to clinically obtainable 
levels of terramycin. 

Puerperal infections, responsible in 
earlier days for an extremely high rate 
of infection, is most commonly caused by 
the streptococci. The infecting organisms 
may be normal inhabitants of the vagina 
or may be introduced from an outside 
source. The presence of hemolytic strep- 
tococci in the genital passages is rare. 
It is estimated that in about 3 per cent 
of cases there are streptococci in the 
vagina during pregnancy. In the early 
days of the puerperium they are present 
in 5 to 6 per cent of cases. 

According to Brown, anaerobic strepto- 
cocci rank second to Streptococcus pyo- 
genes as a bacterial cause of maternal 
mortality. Anaerobic streptococci are part 
of the normal flora of the female genital 
tract and puerperal fever due to these 
organisms is probably intrinsic. Staph. 
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aureus rarely causes a fatal pyemic infec- 
tion, puerperal or any other. 


CONCLUSIONS 


This study has resulted in the following 
conclusions: 

1. The nerve supply to the ovaries comes 
from renal and aortic plexuses. 

2. There are three great systems in the 
pelvis: (a) genital; (b) gastrointestinal, 
and (c) genitourinary. 

3. Early carcinoma of the cervix and 
fundus is asymptomatic. 

4. Thrombophlebitis is not uncommon. 

5. Ademyosis is common and crippling 
but may not be painful. 

6. Pyelitis, strictures and angulation of 
the ureters are very common. 

7. Ruptured ectopic pregnancy is not to 
be overlooked. The cul de sac tap is helpful. 

8. Cervicitis is a frequent cause of 
cystitis. 

9. Pelvic pain is a frequent symptom. 
The pain may function as a “sixth sense.” 

10. The nerves to the pelvic organs are 
(a) somatic or cerebrospinal; (b) sym- 
pathetic, and (c) parasympathetic. 

11. Conservative treatment is usually 
best for acute pelvic disease. 

12. The correct diagnosis should be 
made before treatment is begun. 

13. After abortion, spaces in the uterine 
wall are open. 

14. Treatment is greatly changed for 
puerperal infections (blood, antibiotics, 
etc.). 

15. Tests of drug sensitivity are very 
valuable. 

16. Cystoscopic examination is valuable 
in the diagnosis of pelvic pain. 

17. The psychic aspects should not be 
overlooked. 

18. Ruptured ovarian abscess is an ab- 
dominal catastrophe. 

19. The most common bacteria causing 
salpingitis are gonococci, streptococci, 
staphylococci and the colon bacillus. 
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20. The vagina of the newborn is 
sterile; its reaction is acid. 

21. The incidence of tubercular salpin- 
gitis may be as high as 5 per cent. This 
should not be overlooked. 

22. Calculi, strictures or neoplasms of 
urinary system eventually give trouble. 


CONCLUSIONS 


Les auteurs ont tiré de leurs travaux les 
conclusions suivantes: 

1. L’apport nerveux des ovaires pro- 
vient des plexus rénaux et aortiques. 

2. Le bassin abrite trois grands systé- 
mes: a) le systéme génital; b) le systéme 
gastro-intestinal; c) le systéme génito- 
urinaire. 

3. Le carcinome précoce du col et du 
fond de la cavité de |’utérus est asympto- 
matique. 

4. La thrombophlébite n’est pas rare. 

5. L’adénomyose est courante, c’est une 
infirmité, mais elle peut ne pas étre dou- 
loureuse. 

6. La pyélite, les rétrécissements et la 
coudure des uretéres sont trés fréquents. 

7. Il ne faut pas négliger le diagnostic 
d’une grossesse ectopique rupturée. La 
ponction du cul-de-sac est utile. 

8. La cervicite est une cause fréquente 
de cystite. 

9. La douleur pelvienne est un symp- 
tome fréquent. La douleur peut jouer le 
role de “sixiéme sens.” 

10. Les nerfs des organes pelviens sont: 
a) somatiques ou cérébrospinaux; b) sym- 
pathiques; c) parasympathiques. 

11. Le traitement conservateur est en 
général le plus indiqué lors d’afrections 
pelviennes aigués. 

12. Tout traitement devrait étre pré- 
cédé d’un diagnostic précis. 

13. Aprés un avortement il est indiqué 
de pratiquer des incisions dans la paroi 
urérine. 

14. Le traitement est largement modi- 
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fié pour les infections puerpérales (trans- 
fusions sanguines, antibiotiques, etc.) . 

15. Les tests de sensibilisation aux mé- 
dicaments sont précieux. 

16. L’examen cystoscopique est utile 
pour le diagnostic de douleurs pelviennes. 

17. Les aspects psychologiques ne de- 
vraient pas étre négligés. 

18. La rupture d’un abcés ovarien est 
une catastrophe abdominale. 

19. La sylpingite est le plus souvent 
provoquée par des gonocoques, streptoco- 
ques, staphylocoques et colibacilles. 

20. Le vagin du nouveau-né est stérile; 
sa réaction est acide. 

21. Le taux de fréquence de la salpingite 
tuberculeuse peut atteindre 5%. Ce fait 
n’est pas a négliger. 

22. Les rétrécissements ou néoplasmes 
du systéme urinaire peuvent éventuelle- 
ment donner lieu 4 des complications. 


CONCLUSIONI 


Le conclusioni che si possono trarre da 
questo studio sono le seguenti: 

1. L’innervazione dell’ovaio proviene 
dai plessi renali ed aortici. 

2. Visono tre grandi sistemi nella pelvi: 
quello genitale, quello gastrointestinale e 
quello genitourinario. 

3. Il carcinoma della cervic* e del fondo 
sono asintomatici nelle loro fasi precoci. 

4. La tromboflebite non é infrequente. 

5. L’adenomiosi é@ frequente e fasti- 
diosa, ma pud essere indolora. 

6. La pielite, la stenosi e l’angolatura 
degli ureteri sono frequenti. 

7. La rottura di gravidanza ectopica non 
deve essere trascurata. 

8. La cervicite € una causa frequente 
di cistite. 

9. Il dolore pelvico é un sintomo fre- 
quente; questo dolore pud funzionare come 
un “sesto senso.” 

10. I nervi destinati agli organi pel- 
vici sono a somatici o cerebrospinali; b) 
simpatici; c) parasimpatici. 
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11. La cura conservativa in genere é 
la migliore nelle forme acute pelviche. 

12. Bisogna fare una diagnosi corretta 
prima di iniziare qualunque trattamento. 

13. Dope l’abarto, bisogne aprire gli 
spazi nella parete uterina. 

14, La cura delle infezioni puerperali 
si é€ modificata profondamente (sangue, 
antibiotici etc.). 

15. Ci si deve servire dei tests per la 
sensibilita ai farmaci. 

16. La cistoscopia é assai utile nella 
diagnosi del dolore pelvico. 

17. Non bisogna trascurare gli aspetti 
psicologici. 

18. La rottura di un ascesso ovarico é 
un dramma addominale, 

19. I germi che pitti comunemente cau- 
sano la salpingite sono i gonococchi, gli 
streptococchi, gli stafilococchi e il coliba- 
cillo. 

20. La vagina della neonata é sterile; 
la sua reazione é acida. 

21. La frequenza della salpingite tuber- 
colare si aggira sul 5%. Cid non deve 
essere dimenticato. 

22. Calcoli, stenosi e tumori delle vie 
urinarie possono dare disturbi. 


CONCLUSIONES 


Tras estas investigaciones se pueden de- 
ducir las siguientes conclusiones: 

1. La inervacién del ovario procede de 
los plexos renal y aédrtico. 

2. En la pelvis hay tres sistemas or- 
ganicos diferentes: el genital, el gastro- 
intestinal y el genitourinario. 

3. El cancer de cérvix y de fundus 
uterino es asintomatico en su fase precoz. 

4. La tromboflebitis de las venas pélvi- 
cas no es una entidad rara. 

5. La adenomiosis uterina es una enfer- 
medad frecuente, que causa esterilidad, 
pero que puede no ser dolorosa. 

6. La pielitis y las estrecheces 0 angula- 
ciones del uréter son muy frecuentes. 

7. No hay que olvidar la frecuencia del 
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embarazo extrauterino, y su signo diag- 
néstico; puncionar el saco de Douglas. 

8. Muy a menudo una cistitis esta ori- 
ginada por una cervicitis. 

9. El dolor pélvico es un sintoma muy 
frecuente, que puede considerarse como un 
“sexto sentido.” 

10. La inervacién de los 6rganos pélvi- 
cos es de tres clases: somatica o cerebro- 
espinal, simpatica y parasimpatica. 

11. Las inflamaciones agudas de los 6r- 
ganos pélvicos se resuelven mejor por un 
tratamiento conservador. 

12. Antes de hacer ningtin tratamiento 
hay que sentar un diagnoéstico correcto. 

18. Después de un aborto hay que dejar 
abiertos los espacios de la cavidad uterina. 

14. Ha cambiado notablemente hoy en 
dia el tratamiento de las infecciones puer- 
perales. (Sangre, antibidticos, etc.) 

15. El hacer pruebas de sensibilidad a 
los medicamentos antes de su empleo es 
una medida de gran valor. 

16. Para hacer el diagnéstico etiolégico 
de un sindrome doloroso de la pelvis es de 
utilidad hacer una cistoscopia. 

17. No hay que olvidar en estos casos la 
faceta psicol6gica de las enfermas. 

18. La rotura de un absceso ovarico con- 
stituye un caso de abdomen agudo. 

19. Las bacterias que con mas frecuen- 
cia causan salpingitis son los gonococos, 
estreptococos, estafilococos y los coli. 

20. En la nifia recién nacida la vagina es 
estéril, y de reaccién acida. 

21. No hay que olvidar que casi el 5 por 
ciento de las salpingitis son tuberculosas. 

22. Las molestias en la pelvis pueden 
ser debidas a cAlculos, estenosis y neopla- 
sias del aparato urinario. 


SCHLUSSFOLGERUNGEN 


Die vorliegende Arbeit fiihrt zu folgen- 
den Schlussfolgerungen : 

1) Die Nervenversorgung der Eier- 
stécke erfolgt von den renalen Nervenge- 
flechten und denen der Aorta. 
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2) Das kleine Becken enthalt drei grosse 
Organsysteme: a) das Genitalsystem, b) 
den Verdauungskanal und c) den Harn- 
apparat. 

3) Das friihe Stadium des Krebses des 
Gebarmutterhalses und des Gebarmutter- 
korpers verlauft ohne Symptome. 

4) Thrombophlebitis ist kein unge- 
wohnliches Vorkommnis. 

5) Die Adenomyose ist eine haufige und 
entkriftende aber nicht immer schmerz- 
hafte Erkrankung. 

6) Nierenbeckenentziindungen und 
Strikturen und Abknickungen der Harn- 
leiter sind sehr haufig. 

7) Der Durchbruch einer ektopischen 
Schwangerschaft darf nicht iibersehen 
werden. Eine Punktion des cul de sac kann 
von Nutzen sein. 

8) Die Entziindung des Gebarmutter- 
halses ist eine haufige Ursache von Blasen- 
katarrh. 

9) Schmerzen im kleinen Becken sind 
ein haufiges Symptom, das manchmal wie 
ein “sechster Sinn” wirkt. 

10) Die die Beckenorgane versorgenden 
Nerven sind a) somatischer oder zerebro- 
spinaler oder b) sympathischer oder c) 
parasympathischer Art. 

11) Fiir akute Erkrankungen des klei- 
nen Beckens eignet sich meistens konser- 
vative Behandlung am besten. 

12) Vor Einleitung einer Behandlung 
sollte eine richtige Diagnose gestellt 
werden. 

13) Nach einem Abort sollten die 
Raume in der Gebarmutterwand er6ffnet 
werden. 

14) Die Behandlung des Kindbettfiebers 
hat sich sehr veraindert (Bluttransfusio- 
nen, Antibiotika usw.). 

15) Proben zur Feststellung der Sen- 
sibilitat gegeniiber Medikamenten sind 
sehr wertvoll. 

16) Zur Diagnostizierung von Schmer- 
zen im kleinen Becken ist die zystoskopi- 
sche Untersuchung wertvoll. 
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17) Psychologische Momente diirfen 
nicht tibersehen werden. 

18) Der Durchbruch eines Eierstocks- 
abszesses bedeutet eine karastrophale 
Baucherkrankung. 

19) Die Bakterien, die am haufigsten 
eine Eileiterentziindung hervorrufen, sind 
die Gonokokken, Streptokokken, Staphylo- 
kokken und der Bazillus coli. 

20) Die Scheide des Neugeborenen ist 
steril and zeigt eine saure Reaktion. 

21) Es sollte nicht tibersehen werden, 
dass das Vorkommen einer tuberkulésen 
Eileiterentziindung 5 Prozent betragen 
kann. 
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22) Steine, Strikturen oder Geschwiil- 
ste des Harnsystems miissen schliesslich 
zu Beschwerden fiihren. 
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ESIDES the diagnostic difficulties 
Bitter present, chronic noncongestive 

glaucoma and senile cataract, in their 
frequent association, set a problem in 
therapeutic choice. This question was stud- 
ied in 1947 in a detailed report that caused 
a warmly conducted debate among the 
members of the Ophthalmological Society 
of the East of France; then the Ophthal- 
mological Society of Bordeaux and of the 
Southwest of France resumed this debate 
in 1955 on the occasion of the fiftieth an- 
niversary of the sclerectoiridectomy of 
Felix Lagrange. 

Instead of dwelling upon this complex 
problem, concepts of which vary according 
to the stage peculiar to each disease, we 
shall consider only the case of an advanced 
cataract in an eye that already presents 
the symptoms of chronic glaucoma. 

During the debates aforementioned, the 
opinions expressed were as various as 
those recorded in the literature. 

In certain cases, only extraction of the 
cataract is sufficient to reduce hypertony, 
according to (Topolanski, Hensen, Wer- 
ner), or preferable (Calmette) in order to 
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The simultaneous presence of 
chronic glaucoma and advanced 
cataract may justify a combined 
operation when there are decided 
contraindications to successive sur- 
gical procedures. In addition to the 
various technics already well known 
and widely used, the authors de- 
scribe one that has given them good 
results. In combines the sclerecto- 
iridectomy of Lagrange with extrac- 
tion of the cataract, preferably in its 
capsule. They recommend certain 
preoperative and intraoperative pro- 
phylactic measures that lessen, to a 
great extent, the danger of loss of 
vitreous humor. 











intervene on an eye not yet traumatized. 
Whereas intracapsular extraction is 
generally advised, L. Weekers, R. Weekers 
and H. Thibert give systematic preference 
to extracapsular extraction with iridec- 
tomy; the slightly more important reper- 
cussion of the operation on the anterior 
portion of the uvea, according to these 
authors, is a factor of hypotony. When 
medical treatment alone has proved insuf- 
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Fig. 1—Placing a point of security with a wide 
loop. 


ficient, the research for a previous surgi- 
cal hypotony is more popular among the 
ophthalmologists. The technics they choose 
vary considerably: Morax, Lloyd, Duver- 
ger and Bregeat are in favor of sclerecto- 
iridectomy ; Francois prefers iridencleisis, 
Thomas, cyclodialysis, and Redslob, cyclo- 
diathermy. 

It is quite certain that, whenever pos- 
sible, it is best to intervene first against 
the glaucoma and then to extract the 
cataract. In different circumstances, how- 
ever, this choice may often have its dis- 
advantages; for example, when a fairly old 
patient with chronic glaucoma has, at the 
same time, an advanced cataract. Such a 
case is not encountered often; when it is, 
a combined operation for the two diseases 
is to be considered. This is not a new ex- 
periment, since a few authors have already 
carried it out with more or less elaborate 
technical modifications. Morax is content 
with resecting a fragment of the wound 
caused by the sclerocorneal incision, in the 
course of his operation for cataract. Sour- 
dille, after extracting the lens, resects 
(with scissors or a knife) “the little piece 
of sclera he usually cuts ii order to for- 
ward peripheral iridectomy.” Alvis, and 
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also Wenaas, when both cataract and 
chronic glaucoma are present, routinely 
include the angles of the iris in the lips of 
the wound while extracting the lens. 
Hughes has obtained excellent results in 
23 patients when he combined either scle- 
rectomy or iridencleisis to the extraction 
of the lens with the eresiphaque; O. I. and 
R. M. Wolfe consider this method with 
favor. Legrand has described a more pre- 
cise combination of sclerectomy and ex- 
traction of the lens; he dissects up to the 
limbus a fairly narrow conjunctival flap 
(from eleven to one o’clock), which is high 
and goes up to the insertion of the superior 
rectus; then he makes the corneoscleral in- 
cision with the keratome at 12 o’clock, in 
the limbus; next he widens it with Castro- 
viejo’s scissors on the one hand up to 4 
o’clock and on the other up to 8 o’clock. 
Two stay sutures are passed at 2 and 10 
o’clock respectively. A scleral rectangle 
is cut with a punch forceps on the pos- 
terior lip of the incision; this resection 
must be extensive enough (2.5 mm. on 


Fig. 2.—Scleral and conjunctival incision in 
Lagrange’s sclero-iridectomy. 
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each side) ‘“‘to prevent overlapping of the 
lips of the beveled scleral wound under the 
effect of the sutures and of the healing and 
that the fistula should obstruct.” 

In the technic we use, which is closely 
similar to the one just described, La- 
grange’s operation is combined with ex- 
traction of the cataract: moreover, it al- 
lows dissection of a larger piece of sclera. 
It includes the same successive stages— 
first total sclerectoiridectomy, then extrac- 
tion of the lens. 

During the days preceding the opera- 
tion, maximum reduction of eyeball ten- 
sion is obtained by instillation of myotics 
and administration of Diamox. In addi- 
tion, we obtain preanesthetic by associa- 
tion state by a combination of Phenergan 
and Dolosal. Surgical anesthesia is in- 
duced by local instillations and injections 
that go deep into the orbit (the injections 
include Hyaluronidase) ; and by akinesia 
of the eyelids. A traction thread is placed 
in the upper eyelid and in the anterior 
part of the superior rectus muscle. We 
place a thread of security with a wide loop 
(Fig. 1). A corneoscleral incision is made 
with Nicati’s knife, as in the first stage 
of the sclerectoiridectomy of Lagrange 
(Fig. 2) ; thanks to this, we obtain a large 
piece of sclera and a large conjunctival 


Fig. 3.—Total iridectomy and resection of piece 
of sclera with punch forceps. 
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Fig. 4.—Widening of corneal incision with scis- 
sors of castroviejo. 





Fig. 5.—Placing two corneoscleral points, fol- 
lowed by extraction of lens. 


flap. Total iridectomy is then performed ; 
the piece of sclera is resected with a punch 
forceps (Fig. 3), and the corneal incision 
is widened with Castroviejo’s scissors 
(Fig. 4). At the limit of the conjunctival 
flap we place two corneoscleral lateral 
points, to be tightened later on (Fig. 5). 
We try to extract the lens by the intra- 
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Fig. 6.—Placing three conjunctival points. Opera- 
tion is ended. 





Fig. 7.—Final result. Patient 65 years o.d. Intra- 
ocular tension (Schiotz) before operation, 26; 
after operation, 18. Vision +10/10. 


capsular method with the forceps or the 
cupping-glass, with or without an injec- 
tion of Alpha-chymotrypsin into the cham- 
ber. The two corneoscleral points are 
tightened. 

Next, we place three points on the con- 
junctival flap to protect the fistula and 
maintain the superior part of the cornea 
in position (Fig. 6). Finally, the last point 
of security is removed. 

This technic gives us satisfaction, on the 
whole. The risks dreaded by Duverger 
and Bregeat—loss of the vitreous humor, 
enclosure of the iris in the wound, reac- 
tions of the iris and factors of obstruction 
of the fistula—are not illusory; total iri- 
dectomy and intracapsular extraction elim- 
inate some of those risks. Loss of the 
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vitreous humor is a more actual definite 
danger. It is reduced by a careful pre- 
operative and intraoperatory preparation, 
but it remains frequent. When it is too 
obvious, it is better to give up extraction 
of the cataract, which we have had to do 
on some occasions, and perform sclerec- 
tomy only. 

The after-effects of the operation are 
generally those of a simple cataract ex- 
traction. Despite Guyon’s fears, the an- 
terior chamber forms again within the 
normal limits of time. 

The results of the tension are generally 
satisfactory even if the cystlike elevation, 
which is usually present, does not exist; 
and this is frequent also with simple 
sclerectomy. Mostly, as in the example 
quoted below, a good cystlike elevation is 
obtained (Fig. 7). The functional results 
depend on the evolutive stage of the glau- 
coma. 

This double intervention, with fairly 
limited indications, may be carried out 
with a minimum of risk, thanks to the 
modern methods of preparation; it pro- 
duces very interesting results in those con- 
ditions. 


ZUSAMMENFASSUNG 


Die Verfasser beschaftigen sich mit dem 
Problem von Patienten mit chronischem 
Glaukom und vorgeschrittenem Katarakt, 
bei denen ein kombinierter Eingriff ge- 
rechtfertigt ist, wenn aus verschiedenen 
Griinden aufeinanderfolgende Operationen 
kontraindiziert sind. Den wohlbekannten 
Techniken fiigen die Verfasser ein Verfah- 
ren hinzu, das ihnen gute Erfolge gebracht 
hat, und das die Resektion der Sklera und 
der Iris nach Lagrange mit der Heraus- 
ziehung des Katarakts vorzugsweise in- 
nerhalb der Kapsel verbindet. Die von 
ihnen empfohlenen praéoperativen und in- 
traoperativen Massnahmen setzen die Ge- 
fahr des Verlustes von Augenwasser 
erheblich herab. 
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RIASSUNTO 


Gli autori prendono in esame il caso di 
un infermo con un glaucoma cronico e con 
una cataratta avanzata, in cui é giustifi- 
cata un’operazione combinata allorché per 
tante ragioni é controindicato l’impiego di 
operazioni successive. Oltre alle note tec- 
niche essi ne descrivono una che ha dato 
ottimi risultati e nella quale si associano 
esattamente la scleroiridectomia di La- 
grange e |’estrazione della cataratta, pre- 
feribilmente nella capsula. Le cure pree 
intraoperatorie diminuiscono notevolmente 
il rischio della perdita di umore vitreo. 


SUMARIO 


Os autores consideram o caso de pa- 
cientes com glaucoma cronico, portadores 
de catarata avancada nos quais, se justi- 
fica uma operacéo combinada, quando va- 
rios fatores contra-indicam intervencdes 
sucessivas. Em adic&o a tecnicas bem con- 
hecidas, descrevem outra que lhes deu bons 
resultados e associa a esclero-iridectomia 
de Lagrange com extracao da catarata, 
preferentement na capsula. O preparo pre 
e per-operatorio recomendados diminuem, 
em grande evtensao, o risco da perda de 
humor vitreo. 


RESUMEN 


Los autores se detienen a considerar el 
caso de los enfermos que padecen simulta- 
neamente glaucoma crénico y cataratas 
avanzadas, para sefalar que cuando otros 
factores contraindican operar sucesiva- 
mente ambas afecciones, puede hacerse 
todo en un solo tiempo; describen una téc- 
nica que les ha dado buenos resultados, y 
que consiste en la esclerectoiridectomia de 
Lagrange asociada a la extraccién intra- 
capsular de la catarata, y que viene a 
afiadirse a otras técnicas ya de antes con- 
sagradas. Para disminuir el riesgo de que 
se produzca un derrame del humor vitreo 
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dan unas normas a seguir en el preoperato- 
rio y durante la intervencién. 


RESUME 


Les auteurs considérent le cas de mala- 
des a glaucome chronique, porteurs d’une 
cataracte avancée, chez lesquels une opé- 
ration combinée se justifie lorsque divers 
facteurs contre-indiquent des opérations 
successives. En plus des techniques déja 
connues, ils décrivent une méthode leur 
ayant procuré de bons résultats et qui as- 
socie exactement la sclérecto-iridectomie 
de Lagrange a |’extraction de la cataracte, 
de préférence dans sa gaine. La prépara- 
tion pré-opératoire et intra-opératoire re- 
commandée diminue dans une large me- 
sure le risque de perte d’humeur vitrée. 
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Moliére, obsessed against physicians and patients alike, assailed the profession 
in many of his works and has left us an ironical picture of iatrogenic diseases and 
of the harm involuntarily done by the physician who does not police his language 
and whose careless words may plant the seed of dismay in the ears of his patients. 
This new way of killing—by means of worry that ends in terror—echoes through 
the whole of Moliére’s satirical works like the anguished cry of a child smothered 
in the sumptuous folds of his prose. 

Shakespeare’s knowledge of medicine is proverbial and has great historicomedical 
value, since it helps to fill in the period between Vesalius and Harvey. It may be 
that the great dramatist had some influence on the work of the brilliant physiologist, 
since the whole of Shakespeare’s writings is imbued with preoccupation regarding 
the motion of the blood and the beating of the heart. No other poet’s work is so 
abundant in the use of these words. In one scene in “Hamlet,” Shakespeare describes 
the course of the poison administered to Hamlet’s father as it makes its way through 
all “the passages” of his body. It is quite possible indeed that the noble verses of 
the Bard of Avon, heard by Harvey in an age when the baroque was reaching its 
peak and art was all vibration and movement, sharpened his anxiety to perfect his 
anatomia animata or physiology, which was to culminate in his discovery of the 
circulation of the blood. 

The romantic period awakened an unwonted predilection for laudanum among 
the poets, who took it as carelessly as we take aspirin nowadays. Thomas de Quincey, 
Coleridge, and Shelley frequently wrote under the influence of the poppy, whose 
tincture was freely available to the public at any apothecary’s. The romantic French 
poets, as we have commented elsewhere, who used hashish to spur the Pegasus 
of their fancy, were the forerunners of the recent scientific experiments with mescalin, 
LSD, and other hallucinogenic agents now used in the experimental study of psy- 


choses. 
—Marti-I banez 
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AILURE to recognize the existence 
F and clinical significance of a fracture 

of the promontory of the calcaneus 
may lead to unnecessary complications and 
disability. This lesion, which occurs more 
frequently than it is suspected or diag- 
nosed, may be overlooked under a mistaken 
diagnosis of ankle sprain. 

Our interest was stimulated quite by 
coincidence recently, when a group of 4 
cases of promontory fracture was diag- 
nosed within eight weeks; in 1 of these 
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Fracture of the promontory of the 
calcaneus, undetected or mistaken 
for a sprain of the ankle, may lead 
to unnecessary complications. In the 
authors’ opinion the incidence of this 
fracture is probably greater than is 
generally recognized. The anatomic, 
mechanical, symptomatic, roentgeno- 
graphic and therapeutic aspects of 
the fracture are discussed. 
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cases the fracture had been treated as a 
sprain at the time of injury and came to 
our attention four years later, with severe 
disability due to nonunion. Our subsequent 
awareness of the relative frequency of this 
fracture and the need for meticulous in- 
terpretation of the proper roentgeno- 
graphic views enabled us to detect the le- 
sion in 12 more cases in the following 
twenty-four months. Thus our paper rep- 
resents a study of 16 fractures discovered 
over a period of twenty-six months. 

Our chief purpose is to recall the atten- 
tion of the physician to the existence of 
this lesion, to point out the difficulties of 
diagnosis and to emphasize the need for 
adequate treatment. This paper makes no 
effort to evaluate results on a statistical 
basis. 

Anatomic Considerations.—The term 
“promontory” was first used by Piatt! in 
1956 to designate the most superior portion 
of the anterior aspect of the calcaneus, 
where it articulates with and overlaps the 
cuboid. In the literature, this portion of 
the calcaneus has been designated also as 
anterior lip,? anterior process,** anterior 
superior portion,‘ anterior portion,® an- 
terior superior process,® and anterior end." 
We prefer Piatt’s “promontory,” a good 
anatomic descriptive term (Fig. 1). 

Local skeletal anatomic studies show 
that the promontory has the form of a 
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triangular beak, which overhangs the cu- 
boid only at the medial half of the cal- 
caneocuboid joint. This articulation is 
secured firmly by the caleaneocuboid and 
the caleaneonavicular ligaments, which are 
the two components of the bifurcate liga- 
ment, having in common their origin from 
the promontory. Later we shall point out 
that these anatomic relations have sig- 
nificant bearing on the two mechanisms 
generally accepted as causing the promon- 
tory fracture. 

At this point further anatomic details 
are necessary in order to appreciate the 
technical disficulties of proper positioning 
of the foot for adequate diagnostic roent- 
genograms. 

The planes of articulation of the cal- 
caneus, cuboid, talus and navicular bones 
with each other should be well understood. 
Viewed from a lateral projection, the talo- 





D 


Fig. 1—Advantages of visualizing foot in lateral oblique view (see text). 
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navicular and calecaneocuboid joints to- 
gether form the transverse tarsal joint 
(Chopart’s joint) which may be considered 
as the vertical plane, while the talocal- 
caneal and the inconstant® cuboideonavicu- 
lar joints together may be considered the 
horizontal plane. These four bones have 
a point of common contiguity, which lies in 
the line formed by the intersection of the 
two planes. In true spatial relation, how- 
ever, the distal surface of the vertical 
plane faces in a slightly plantar and lateral 
direction. On the other hand, the dorsal 
surface of the horizontal plane faces in a 
slightly dorsal and medial direction. The 
basic anatomic concepts aforedescribed 
are generally true, but practically they are 
subject to wide individual modifications : 

1. The angle of inclination of either or 
both planes may vary considerably. 

2. The four bones may present varying 
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Fig. 2.—Exception to rule. A, fracture clearly demonstrated in routine lateral view. B, failure to 
demonstrate same fracture in oblique view of ankle (see text). 


degrees of concavity or convexity in their 
articulations. 

3. The promontory itself may be poorly 
developed if the floor of the sinus tarsi is 
shallow. Hypothetically, the vulnerability 
of such a promontory to fracture might be 
decreased. 

The difficulty in attempting to establish 
a standard roentgenographic technic to 
cover all of the aforementioned variables 
is at once obvious. This problem will be 
developed further under the “Roentgeno- 
logic Considerations.” 

Mechanism of Promontory Fracture.— 
Two mechanisms may produce a promon- 
tory fracture: avulsion or impaction. 

The avulsion mechanism, which is the 
more common, occurs when the foot 
is suddenly thrust into a position of 
marked equinovarus by a force of con- 
siderable moment. As a result, the tough 
bifurcate ligament is subjected to sufficient 
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tension to avulse the beak of the promon- 
tory from the main body of the calcaneus 
(Fig. 3A). This type occurs more fre- 
quently in women than in men—in our 
series 90 per cent—probably owing to the 
hazard of high heels. Since the foot is al- 
ready in equinus, only the component of 
varus (inversion) need be added to com- 
plete the mechanism of the avulsion force. 
Bradford and Larsen? described the case 
of a fireman sliding down a pole, landing 
violently on the outer side of the anterior 
aspect of the foot and producing forceful 
equinovarus. 

The impaction mechanism also involves 
a sudden sharp force, but the latter is ap- 
plied with the foot in acute dorsiflexion. 
The posterior portion of the calcaneus, 
through the taut pull of the achilles ten- 
don, is tilted upward on its sagittal axis, 
forcing the promontory downward into 
equinus against the cuboid, which dorsi- 
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flexes with the rest of the anterior portion 
of the foot (‘“‘rocker-bottom”) and pro- 
duces sufficient impaction force to frac- 
ture the promontory (Fig. 3B). 

The 15 male patients described by 
Dachtler,* whose cases were reported from 
two separate industrial] plants, illustrated 
the impaction mechanism. Small heavily 
loaded platforms mounted on low wheels 
were drawn by men pulling on a tongue, 
while others pushed from the rear. In- 
juries resulted when excessive momentum 
of the truck caused it to overrun the pos- 
terior aspect of the ankle of the man in 
front, violently forcing his leg forward 
and producing strong dorsiflexion of the 
foot and ankle. Oddly enough, Bradford 
and Larsen? blamed the high heel in 1 of 
their cases, when a woman caught her heel 
on a low curbing while her body pitched 
forward, thus forcing the front portion 
of the foot into sharp dorsiflexion. 


Symptoms.—After trauma to the foot 
or ankle the most common symptoms are 
pain and swelling developing at the lateral 
aspect of the foot and ankle, in the region 
of the sinus tarsi. Weight-bearing in- 
creases the pain. Passively, manipulation 
of the foot into inversion aggravates the 
pain; to a lesser degree this is true also of 
eversion. Direct palpation over the sinus 
tarsi reproduces pain. Discoloration due 
to ecchymosis is noted frequently at the 
site of injury in limbs examined several 
days after the injury. 

An analysis of the foregoing signs and 
symptoms disclosed that they are not 
pathognomonic for promontory fracture 
but are equally indicative of a sprain of 
the foot or ankle. It is imperative, there- 
fore, to differentiate these conditions by 
means of adequate diagnostic roentgeno- 
grams. 


Roentgenologic Aspects.—Successful 
roentgenologic diagnosis presupposes two 
essential premises: first, that the patho- 
logic change is adequately portrayed on 
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Fig. 3.—A, promontory fracture due to avulsion 

of beak of promontory from main body of cal- 

caneus forcing foot into equinovarus. B, fracture 
due to impaction force (see text). 


the film and second, that the viewer is 
aware of the possibility of abnormalities 
and capable of recognizing them when they 
appear. Fractures of the promontory are 
a challenge to the first premise, i.e., dem- 
onstration of the lesion in the film. 
Recalling the basic anatomic concept of 
the two planes of articulation, one recog- 
nizes the fact that the promontory is best 
visualized in a lateral oblique view, with 
the foot held in equinovarus (Fig. 1, A, 
B, C and D). In this view the promon- 
tory is projected clearly, without the over- 
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lapping shadows of the adjacent tarsal 
bones. The anatomic variations we have 
already mentioned, however, multiply the 
difficulties of demonstrating the promon- 
tory for an unobscured, diagnostic view. 
To emphasize this, when a fracture of the 
promontory is suspected, this part must be 
shown free from any other bony structure 
before a conclusion can be reached with 
regard to the presence or absence of a 
fracture. If the first view fails to reveal 
the promontory clearly, additional expo- 
sures in varying angles of obliquity are 
justified. 

An occasional exception to this rule of 
projection has been noted. In 1 of our 
cases the fracture was demonstrated 
clearly in a routine lateral view (Fig. 2A) 
but was not visualized in an oblique view 
of the ankle (Fig. 2B) that disclosed the 
promontory in bold relief. The explana- 
tion was simple. The injury avulsed only 
a tangential fragment from the superior 
margin of the promontory instead of the 
usual triangular beak or basal avulsion. 
Thus, in the oblique lateral view, the 
avulsed fragment was overlapped and ob- 
scured by the remaining portion of the 
promontory. 

The differential diagnosis between frac- 
ture of the calcaneal promontory and cal- 
caneus secondarius may present a prob- 
lem. Kéhler® illustrated a variety of cases 
of calcaneus secondarius, and in some of 
them the condition did indeed resemble 
promontory fractures; others had the 
more nearly typical appearance of acces- 
sory ossicles. In our opinion, some of 
Kohler’s cases may have been cases of un- 
recognized ununited fracture. 

Kohler stated that this accessory bone 
of the calcaneal promontory is by no 
means rare. Our review of 100 consecu- 
tive foot roentgenograms taken at Michael 
Reese Hospital, however, did not uncover 
a single case of calcaneus secondarius. If 
clinical evidence indicates the possibility 


88 


JANUARY, 1961 


of a promontory fracture, the diagnosis of 
calcaneus secondarius should be set aside 
and the patient treated for a fracture. 


Treatment.—Treatment, as reflected in 
the literature, varies from unrestricted 
weight bearing, with only an elastic anklet 
for support, to complete immobilization in 
a short leg east for eight weeks without 
weight bearing. After observing the pro- 
longed disability attendant on the inade- 
quately treated fracture, we favored the 
more conservative type of protection. Spe- 
cifically, we have immobilized our patients 
in a short leg cast for six weeks without 
weight bearing. Subsequent follow-up in- 
cluded ankle and foot taping for one or 
two weeks, with graduated weight bearing. 
Finally, an elastic anklet was prescribed, 
full weight bearing allowed and physical 
therapy employed when indicated. 

The neglected fracture progressing to 
non-union, with continuing pain and dis- 
ability, requires surgical treatment. The 
ununited fragment may be resected by a 
lateral approach through the sinus tarsi. 
It is important to allow adequate time for 
healing after the operation. Immobiliza- 
tion in a short leg plaster cast for three 
weeks without weight bearing was fol- 
lowed successively by ankle taping and the 
use of an elastic anklet with graduated 
weight bearing. If this surgical method 
fails to give adequate relief, a triple ar- 
throdesis may be necessary. According to 
Watson-Jones, and also Bradford and Lar- 
sen, the arthrodesis is the initial surgical 
procedure of choice for ununited fractures. 


REPORT OF CASES 


CASE 1.—A 26-year-old white policeman 
sustained bilateral “ankle” injuries when his 
motorcycle-and-sidecar was forced into the 
curb and bounced. The patient’s feet struck 
the sidewalk in full equinovarus. There was 
immediate pain in both feet, worse in the right. 
On examination the chief observation was 
swelling of both ankles, more marked on the 
right; maximum tenderness was present over 
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the dorsolateral aspect of each foot. Roent- 
genograms disclosed a displaced promontory 
fracture of the right calcaneus. The left prom- 
ontory also revealed a fracture through its 
distal tip. The right foot was treated by im- 
mobilization in a plaster cast. The left foot, 
however, was treated by repeated ankle tap- 
ing, in unwise deference to the patient’s objec- 
tion to having both feet incapacitated by 
plaster. Too, the innocent appearance of the 
left fracture deceived us into the impression 
that the risk of complication was slight. 

Evaluation one year after treatment elicited 
tne information that the right foot was asymp- 
tomatic. The left foot, however, continued to 
be the source of recurrent pain and minor dis- 
ability. The patient, who had been rather dif- 
ficult to control from the onset, refused to 
return for further treatment. 


CASE 2.—A 23-year-old obese white woman 
injured her right foot in February 1952 when 
she fell while walking downstairs, forcing her 
foot into maximal equinovarus. Pain and swell- 
ing were immediate; roentgenograms were in- 
terpreted as showing no evidence of fracture. 
The lesion was treated as a sprain, with an 
elastic bandage. When symptoms persisted, 
another physician was consulted after six 
weeks; roentgen studies were repeated and dis- 
closed a promontory fracture. The physician 
considered the lesion too old to treat. He rec- 
ommended continued use of the elastic anklet 
and limitation of activities. 

During the next five years the patient con- 
tinued to have pain in the right ankle, at times 
severe enough to cause a noticeable limp. Walk- 
ing on slightly uneven surfaces increased her 
discomfort. In December 1956 she consulted 
us. Examination of the right foot disclosed 
a painful area localized over the sinus tarsi; 
mild valgus of the ankle and heel were noted. 
Roentgenograms taken in the oblique view re- 
vealed nonunion of the promontory fracture. 
Palliative therapy for eight months with re- 
peated ankle tapings, the use of an elastic 
anklet and local injections of 1 per cent pro- 
caine hydrochloride and hydrocortisone gave 
no appreciable relief. 

Operation was performed in August 1957, 
with exposure of the fracture site through a 
lateral sinus tarsi approach. It was neces- 
sary to manipulate the foot to demonstrate the 
nonunion. The distal fracture fragment (prom- 
ontory) was excised; a short leg cast was 
applied and worn for three weeks without 
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weight bearing. Ankle taping, elastic anklet 
and simple physical therapy provided follow-up 
care. Reexamination of the right foot in 
March 1960 (thirty-one months after the oper- 
ation) disclosed full range of ankle and foot 
motion without pain. Direct pressure over 
the sinus tarsi caused discomfort; there was 
no flattening of the arch as compared with the 
left foot. Subjectively, the patient complained 
of mild pain in the foot after prolonged 
weight bearing or during cold, damp weather. 
Roentgenograms taken twenty-one months 
after the operation disclosed a promontory- 
like spur and evidence of osteoarthritic 
changes in the anterior talocalcaneal joint. 


COMMENT 


The diagnosis of fracture of the promon- 
tory of the calcaneus cannot be made solely 
on the basis of symptoms and physical 
signs, since these resemble closely those 
associated with sprains of the foot and 
ankle. Proper roentgen technic is required 
to demonstrate the promontory in bold 
relief. Ordinarily, the oblique projection 
fulfills this requirement. In certain ex- 
ceptional instances, however (Fig. 2, A 
and B), the true lateral view may be diag- 
nostic. In general, one should not hesitate 
to take multiple views at varying angles 
of obliquity to bring out clearly the details 
of the promontory. 

Since these fractures may seem rela- 
tively insignificant or unimportant, there 
is a great temptation to treat them super- 
ficially. The prolonged disability conse- 
quent to inadequate care, however, imposes 
a severe penalty on the patient and justi- 
fies conservative management. The dif- 
ference between the disability caused by 
an undiagnosed or improperly treated 
promontory fracture and the successful 
recovery of a properly treated lesion is 
illustrated in two case reports. 


ZUSAMMENFASSUNG 


Ein Bruch des Promontoriums des Fer- 
senbeins kann, wenn er nicht entdeckt oder 
falschlich fiir eine Verstauchung des Fuss- 
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gelenks gehalten wird, zu unnotigen Kom- 
plikationen fiihren. Der Verfasser glaubt, 
dass diese Fraktur haufiger vorkommt, als 
allgemein zugegeben wird. Die anatomi- 
schen, mechanischen, symptomatischen, 
rontgenographischen und therapeutischen 
Eigenheiten dieser Verletzung werden er- 
ortert. 


RESUME 


Les fractures du promontoire du cal- 
canéum peuvent donner lieu 4 des compli- 
cations inutiles lorsqu’elles ne sont pas 
diagnostiquées, ou qu’elles sont prises a 
tort pour une entorse de la cheville. Selon 
lauteur, ces fractures sont probablement 
plus fréquentes qu’on ne le pense en géné- 
ral. Il] en discute les aspects anatomiques, 
mécaniques, symptomatiques, radiologi- 
ques et thérapeutiques. 


RIASSUNTO 


La frattura del promontorio del cal- 
cagno, non riconosciuta o scambiata per 
una distorsione della caviglia, pud causare 
spiacevoli complicazioni. L’autore ritiene 
che la frequenza di questa frattura sia 
maggiore di quanto non si creda. Vengono 
trattati, di essa, gli aspetti anatomici, cli- 
nici, radiologici e terapeutici. 


RESUMEN 


Las fracturas de la tuberosidad del cal- 
caneo si no se diagnostican o si son toma- 
das por un esguince pueden ser causa de 
complicaciones injustificadas. Segin el 
autor la frecuencia de tales fracturas es 
mayor de lo que se cree. Es estetrabajo 
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se estudian las circunstancias anatémicas, 
mecanicas, sintomaticas radiolégicas y 
terapéuticas de las fracturas de la tubero- 
sidad del calcaneo. 


SUMARIO 


Uma fratura do promontorio do calcaneo 
nao diagnosticada ou confundida confun- 
dida com luxacéo dos quadris pode dar 
lugar a complicacées evitaveis. Na opiniao 
do A. a incidéncia desta fraturas é prova- 
velmente maior do que geralmente se 
supoe. 

Discute os aspéctos anatomico, mecanico, 
sintomatico, roentgenografico e terapeu- 
tico da fratura. 
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The Progressive Development of a Technic 
for the Surgical Treatment of Ozena 
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COURTRAI, BELGIUM 


HE technic I advocate for the sur- 
Tsien treatment of ozena** may 

arouse questions, objections and im- 
provement projects in the rhinologist’s 
mind. To answer them it will suffice to 
look back over the ground covered during 
the course of my research and the per- 
fecting of the technic. 

This summary account will establish the 
fact that the majority of the details of this 
technic resulted logically from the opera- 
tive experiments. Certain ideas have 
doubtless served as a starting point for the 
research, but these ideas were justified by 
practical considerations. 

The operative experiments kept a few 
surprises in store. Certain observations, 
on the other hand, were so encouraging 
that they have traced the whole line of 
conduct to be followed. 

Although no technic using the septum 
method had been successful in current 
practice, I chose this method because of 
the advantages it presents. As the septum 
is relatively plane, on the whole, it is pos- 
sible to detach the mucosa with the least 
risk of lacerating it. Furthermore, the 
larger portion of the septum is clearly 
visible and easily accessible; this facilitates 





*Degels, L.: Technique of the Surgical Treatment of 
Ozena. Translated from French by L. Christensen. Courtrai 
(Belgium): J. Vermau, 1959. 

**Approved by the European Scientific Committee, Dec. 3, 
1959. 

Submitted for publication Jan. 11, 1960. 
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Clinical observation suggested to 
the author that partial stricture of the 
nasal fossa might have a curative ef- 
ficacy for ozena. Operative experi- 
ments made from that hypothesis 
showed that an anterior stricture of 
the nasal fossa is curative, provided 
an extensive and continuous joining 
of the nasal mucosae is accom- 
plished. The technic I advocated for 
the surgical treatment of ozena rep- 
resents the application and the per- 
tecting of this operative principle. 











performance of the operation. As the pro- 
cedure is a delicate one, owing to the fra- 
gility of the atrophied tissues, these ad- 
vantages appeared essential to me. 

At first glance the septum method may 
seem insufficient. As a matter of fact, de- 
tachment of the septal mucosa, even if it 
is extensive, cannot supply sufficient “sub- 
stance” to give back the whole ozenic nasal 
fossa a normal caliber. Nevertheless, I 
hoped that stricture of the entire nasal 
fossa would not be necessary to revitalize 
the mucosa, and that hope was based on a 
recurrently observed fact. In the case of 
unilateral ozena or ozena with strong uni- 
lateral predominance, the nasal fossa, 
which is little if at all affected, has an 
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abnormal width, but at the same time it 
presents a localized narrowness, either a 
deviation of the septum, a strong crest or 
a spur of the oblique line. It appeared to 
me that this narrowness, produced by the 
deformity of the septum, was responsible 
for the immunity of this nasal fossa from 
the atrophic process. I was convinced, 
however, that such a slight narrowing 
could not have any curative efficacy in a 
nasal fossa affected with ozena. I proposed, 
therefore, to create more pronounced but 
still relative strictures of the nasal fossa 
and to study the clinical results that vari- 
ous forms of these strictures may produce. 

In order to utilize to a maximum the 
space made available by detaching the 
septal mucosa and to employ implants of 
various types, it was necessary to have a 
material for protheses at one’s disposal, 
the shape and size of which could be modi- 
fied according to one’s wishes. Polyethyl- 
ene fibers met these criteria. My initial 
idea was to use sponges, similar to pulmo- 
nary leads but much smaller. These spongy 
grafts were soon given up because their 
volume diminished during cicatricial con- 
traction and also because their spongy 
structure was unfavorable to the “organ- 
ization” of the septal implant. Those dif- 
ficulties were obviated by joining poly- 
ethylene fibers to small compact masses. 
The improvised grafts prepared in such a 
way were used in 38 operations: Owing to 
their imperfections, they can be considered 
only as research material. 

As the posterior half of the ozenic nasal 
fossa is the more gaping one and as the 
atrophic attack usually affects it more in- 
tensively, it was logical to test in the first 
place the efficacy of the artificial septal 
prominences having their culminating 
point in the back. From the beginning it 
appeared obvious that it was impossible to 
obtain a sufficiently narrow stricture in 
that region; I have therefore given up that 
method. 
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The first few operations, which were 
carried out simultaneously in both nasal 
fossae, held an unpleasant surprise in 
store—spontaneous perforation of the sep- 
tum. But this difficulty was soon overcome. 
It sufficed to separate the operations on 
the two nasal fossae by three months. 
Placing an implant under the mucosa of 
the septum causes slight backward dis- 
placement of the mucosa and denudation 
of a segment of the septal cartilage. If the 
surgical procedure is carried out in two 
stages, this portion of cartilage will at any 
time be covered by mucosa on at least one 
of its faces. Experience has shown that 
the cartilage is sufficiently protected in this 
way and cannot be destroyed by the 
atrophic process. 

The nasal fossa is less wide in its median 
portion, which permits one to obtain a nar- 
rower stricture there. Several implants of 
the septum, with a median culminating 
point, were effected. The clinical results 
were excellent during the first few months 
after the operation, but later they became 
less satisfactory. 

At that stage of the research I began to 
doubt that it would be possible to create 
an efficacious stricture of an ozenic nasal 
fossa by the septal method. Anterior 
strictures remained to be tried, but I did 
not build many hopes on them, because the 
anterior half of the nasal fossa is generally 
the less gaping and the less affected by 
ozena. In a few subsequent operations I 
produced median strictures, the culminat- 
ing point of which was slightly moved 
forward. The improvement of the clinical 
result was out of proportion to the minor 
modification that had been made. As a 
similar result was obtained in several 
operations, it led me to a definite decision 
to employ anterior strictures. 

I was pleasantly surprised by the ex- 
ceptional efficacy of the anterior stricture. 
It was not long, however, before I realized 
that this stricture would be really curative 
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only in so far as it brings about a suf- 
ficiently extensive joining of mucosae that 
would persist for several months. Whence 
did this improvement arise? According to 
certain observations, the joining of the 
mucosae in the anterior portion of the 
nasal fossa seemed to have provoked the 
secretion of normal mucus and, by that 
very fact, humidification of the upper air- 
passages. 

The guiding principle of the technic had 
been found, and its regular application 
gave encouraging clinical results. Never- 
theless, the technic still presented certain 
disadvantages that prevented its popular- 
ization. First, it was difficult to achieve 
an adequate anterior stricture; second, the 
preparation of improvised grafts was slow 
and delicate, and finally, the postoperative 
complications were too frequent. I was 
lucky enough to remedy these various dis- 
advantages quickly. 

Production of an anterior stricture of 
the nasal fossa requires much operative 
precision. A stricture that is not narrow 
enough will be inefficacious later. A too 
narrow stricture, on the other hand, will 
cause total nasal obstruction. At the 
moment of the operation it is difficult to 
decide exactly the amount of narrowness 
desired, because the mucosa thickens, ow- 
ing to its detachment. The anterior stric- 
ture, furthermore, has the disadvantage of 
being exposed to autotrauma. Finally, the 
possibility of joining the mucosae near the 
head of the lower turbinate bone is prac- 
tically excluded in the presence of ex- 
tremely gaping nasal fossae affected by 
atrophy or partial destruction of the lower 
bone. 

Because of these disadvantages, the an- 
terior stricture was progressively given 
up; I replaced it by the anteromedian stric- 
ture, a form less exposed to autotrauma. 
Its production does not require the same 
precision. As the nasal fossa is higher in 
the region of the maximum stricture, it is 
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easier to induce extensive joining of mu- 
cosae without running the risk of total 
nasal obstruction. 

The antero-median stricture is as effica- 
cious as the anterior stricture, provided 
an extensive joining of mucosae is pro- 
duced. A slightly less anterior stricture 
necessitates a larger implant. Various 
means have been tried to enlarge the oper- 
ative pocket. The detachment of the mu- 
cosa from the anterior part of the nasal 
floor proved the safest and most efficacious 
method. At the same time I found the 
means to produce an effective stricture of 
an extremely gaping nasal fossa with 
marked atrophy of the lower turbinate 
bone. It suffices to detach the mucosa 
from the anterior part of the nasal floor 
over its entire breadth and to join the 
mucosae near the inferior extremity of the 
stricture. 

Although the joining together of the 
mucosae near the inferior extremity of the 
stricture is efficacious in a nasal fossa with 
unfavorable conformation, I have not gen- 
eralized its use, for the following reasons: 
In most cases the simple joining of the 
mucosae is at the same time possible and 
efficacious. In addition, the last-mentioned 
type of stricture does not necessitate an 
equally extensive detachment, and, from 
the very beginning of the operative ex- 
periments, I have sought a technic that 
would require only a minimum of demand 
on the impacted tissues. Nevertheless, I 
have sometimes deviated from that rule 
during my most recent operations and 
have joined the mucosae in the inferior 
part of the stricture while it was possible 
to produce a juncture near the lower tur- 
binate bone. I have adopted this policy in 
cases of very intensive ozena, with forma- 
tion of big crusts on the nasal floor, and 
the postoperative development has been 
most favorable. 

The efficacy of the different forms of 
stricture employed in the various cases has 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


been demonstrated progressively during 
the course of the experience acquired in 
approximately 100 operations. My slow- 
ness in perfecting it is due to the fact that 
I first tried to remedy the postoperative 
complications. I wrongly feared that an 
important modification of the form of 
stricture might have an unfavorable in- 
fluence on the postoperative development. 


Postoperative complications were fre- 
quent after the first few operations. They 
might perhaps have discouraged me to con- 
tinue my research, had most of them not 
taken such a long time to become apparent. 
I have persevered because other opera- 
tions, in the meantime, had given entire 
satisfaction. 


By far the most frequent postoperative 
complication was denudation of the grafts. 
I have envisaged the possibility of various 
causes: autotrauma, the hardness of the 
fibers utilized to prepare the improvised 
grafts, too sudden eminences on the ex- 
ternal surface of the implant. I experi- 
mented simultaneously with several plans: 
protection from autotrauma, careful prep- 
aration of the improvised grafts, use of 
soft polyethylene fibers in preparation of 
the anterior grafts and steps to insure 
progressive prominence of the implant. 
These precautions diminished the fre- 
quency of denudation. Nevertheless, cer- 
tain implants that had remained intact for 
many months sometimes began to be 
stripped without any apparent reason. 
This uncertainty concerning the long-term 
development was unpleasant. I despaired 
of remedying this difficulty, when an un- 
expected solution was found, thanks to 
compressed grafts. 

As the operations became more frequent, 
the need of an appropriate prefabricated 
material became more and more obvious. 
At first sight it may seem easy to com- 
press fibers of synthetic resin to the shape 
of small compact masses, but 1 encountered 
many difficulties. Eventually I succeeded 
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in compressing soft polyethylene fibers to 
the shape of dragées of various sizes. Their 
use has given me real satisfaction. 

The compressed grafts had been pre- 
pared exclusively for the purpose of facili- 
tating the operation and reducing its dura- 
tion. I noticed, however, that they pre- 
sented numerous other advantages, the 
most important of which was that they 
never became denuded. This fact explains 
itself; during the first few months after 
the operation the soft polyethylene fibers 
are not traumatizing to the mucosa; after 
the “organization” of the implant the 
fibers are “caught” in conjunctive tissue, 
and the implant has, in actual fact, become 
a thick scar. During the years 1957, 1958 
and 1959 compressed grafts have been im- 
pacted in more than 80 nasal fossae, and 
up to the time of writing all have remained 
intact except 2. 

During the perfecting of the technic 
other details were progressively modified ; 
for instance, the anesthesia and the nasal 
plugging. The local anesthesia which, at 
the beginning of the research, was spread 
over the greater portion of the septum, has 
been progressively reduced until it is lim- 
ited to the line of incision. The duration 
of nasal plugging has been progressively 
extended, without any noticeable disad- 
vantage. At present I systematically apply 
two successive tampons, which are main- 
tained for two days. 

After the first hundred operations, the 
technic could be considered perfected, an 
achievement made possible mainly by the 
use of compressed grafts. Since that time 
I have performed more than 50 additional 
operations and no important modification 
of the technic has been necessary in con- 
nection with this new experience. During 
the course of the most recent operations, 
however, I have tried to remedy certain 
operative difficulties, which occurred most 
often when it was absolutely necessary to 
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detach the mucosa from the nasal floor. I 
have been successful to a certain extent. 

The local anesthesia, limited to the area 
of the line of incision, often becomes in- 
adequate if the operation requires a rather 
extensive detachment of the mucosa from 
the nasal floor. I have tried to remedy this 
disadvantage by inducing complementary 
anesthesia of the anterior part of the 
palate. This method, which seems to be 
efficacious, is now commonly used. 

Also, I have more and more recourse to 
the sharp-edged spatula of Hallé to detach 
adhesions that are deeply located on the 
septum and the nasal floor. This practice 
is not so dangerous as I originally thought, 
provided the extremity of the spatula is 
kept firmly resting on the osseous plane. 

Hemorrhage is generally negligible. 
Once in a while, however, an operation is 
made toilsome by slight but continuous 
bleeding. For fear of harming the vitality 
of the mucoperichondrial flap I abstained 
from using vasoconstrictive substances. I 
have tried the hematoaspiration, prolonged 
tamponage of the nasal fossa and a small 
tampon held in position on the anterior 
part of the nasal floor. These methods, 
however, may be insufficient. 

Minor improvements of my technic will 
probably still be made. In its present 
state it nevertheless regularly gives me 
satisfaction in all cases of ozena, what- 
ever its clinical form and its intensity 
may be. 


ZUSAM MENFASSUNG 


Klinische Beobachtungen haben den 
Verfasser zu der Annahme gefiihrt, dass 
eine teilweis Verengerung der Nasenhohle 
zur Heilung der Ozana fiihren kénnte. Von 
dieser Theorie ausgehende chirurgische 
Versuche ergaben, dass eine Verengerung 
des vorderen Abschnitts der Nasenhdéhle 
von Erfolg sein kann, sofern eine ausge- 
dehnte und ununterbrochene Verbindung 
der Schleimhaute der Nase durchgefiihrt 
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wird. Die vom Verfasser vorgeschlagene 
Technik chirurgischer Behandlung der 
Ozina stellt die Anwendung und Vervoll- 
kommung seines chirurgischen Prin- 
zips dar. 


RESUME 


Des observations cliniques ont incité 
l’auteur a penser qu’un rétrécissement par- 
tiel de la fosse nasale pouvait avoir un 
effet curatif sur l’ozéne. Les recherches 
chirurgicales 4 partir de cette hypothése 
ont révélé qu’un rétrécissement antérieur 
de la fosse nasale améne la guérison, a con- 
dition de réaliser une réunion large et con- 
tinue de la muqueuse nasale. La technique 
recommandée pour le traitement de l’ozéne 
représente l’application et le perfection- 
nement de ce principe opératoire. 


RIASSUNTO 


L’osservazione clinica ha persuaso 
lautore che la parziale riduzione delle 
fossa nasale pud avere efficacia curativa 
nell’ozena. Esperienze operatorie, con- 
dotte su questi principi, hanno dimostrato 
che il restringimento anteriore della fossa 
nasale é efficace a patto che si compia una 
adesione ampia e continua della mucosa. 
La tecnica descritta rappresenta |’applica- 
zione del principio chirurgico enunciato 
per la terapia dell’ozena. 


SUMARIO 


Observacées clinicas sugeriram ao autor 
que o estreitamento parcial das fossas na- 
sais teriam um efeito curativo sdébre a 
ozena. Experimentacées cirurgicas basea- 
das nesta hipétese mostraram que 0 estrei- 
tamento anterior das fossas nasais é cura- 
tivo, desde que se consiga uma extensa e 
continua uniao das mucosas nasais. 

A tecnica que o autor preconisa para 0 
tratamento cirurgico da ozena constitue a 
aplicac&o deste principio operatério. 
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RESUMEN tesis muestran que la estrechez exterior de 

la fosa nasal, con tal de que se produzca 

La observacién clinica ha sugerido al un contacto continuo extenso de la mucosa 
autor que la estrechez parcial de la fosa nasal, llega a ser curativa. La técnica 
nasal puede tener una eficacia curativa aconsejada por el autor para el trata- 
para la ozena. Los experimentos quirtir- miento del ozena representa una aplicacién 
gicos llevados a cabo a partir de esta hip6- de un perfeccionamiento de este principio. 


Medical writers have divided the night-mare, according to its phenomena, into 
complete, incomplete, mental, and bodily. The complete night-mare, in which the 
suspension of the functions had been so powerful, has been known to prove fatal. 
In the incomplete, we fancy ourselves placed in a peculiar situation, opposed by 
some unexpected obstacle, and all our efforts seem of no avail to extricate ourselves 
from difficulties. There is an incubus, called indirect, in which the dreamer is not 
the individual arrested in his movements; but he is impeded in his progress by 
the stoppage of his horse, his carriage, his ship, which no power can propel. In the 
mental or intellectual night-mare, the flow of our ideas is embarrassed, all the asso- 
ciations of our very thoughts appear to be singularly unconnected; we think in an 
unintelligible language; we write, and cannot decipher our manuscript: all is a 
mental chaos, and no thread can lead us out of the perplexing labyrinth. In the 
corporeal ephialtes, we imagine that some of our organs are displaced, or deranged 
in their functions. One man fancies that a malevolent spectre is drawing out his 
intestines or his teeth: a patient of Galen felt the cold sensation of a marble statue 
having been put into bed with him. These, however, are nothing else than the actual 
sensations we experience at the time. Thus Conrad Gesner fancied that a serpent 
had stung him in the left side of the breast; an anthrax soon appeared upon the 
very spot, and terminated his existence. Arnauld de Villeneuve imagined that his 
foot had been bitten, and a pimple which broke out on the spot soon degenerated 
into a fatal cancerous affection. Corporeal night-mare may therefore be simply 
considered as a symptom of disease, and not as a mysterious forewarning. 


—Millingen (circa 1839) 
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Roentgen Therapy of Carcinoma of the Larynx 


HARRY SLOBODIN, M.D., D.A.B. 
AURORA, ILLINOIS 


HE management of carcinoma of the 

larynx requires the combined and co- 

operative efforts of the surgeon and 
radiologist. Some physicians recognize 
only one indication for irradiation, namely 
‘an inoperable lesion. Actually inoperability 
is only one indication, and a relatively 
minor one at that, for irradiation. Roent- 
gen therapy may therefore be the treat- 
ment of choice for a potentially curable 
lesion, even if it is also potentially curable 
surgically. The selection of treatment de- 
pends on knowledge of the behavior of the 
tumor, including its histologic type and 
grade, the method of local spread, metas- 
tases to the regional lymph nodes and 
distant metastases. The selection of treat- 
ment for the individual patient is as im- 
portant as the actual details of irradia- 
tion or surgical intervention. The treat- 
ment I consider indicated for carcinoma 
of the larynx in several common anatomic 
locations will be described here. These 
examples serve only as general guiding 
principles; the actual treatment must be 
“tailored” to the individual patient. 

1. Small lesions of the vocal cords which 
do not reach or approach the anterior or 
posterior commissures: Roentgen irradia- 
tion and laryngofissure give equally good 
statistical results, and either may be 
chosen depending on availability and on 
other factors. Roentgen therapy will usu- 
ally leave a better voice. 

2. Larger lesions of the vocal cords that 
involve the anterior commissure, with or 
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Both the surgeon and the roent- 
genologist are concerned in the man- 
agement of carcinoma of the larynx. 
Inoperability is by no means the 
only indication for irradiation. The 
author outlines the principles on 
which his own practice in this field 
is based, describing the general 
management in terms of the particu- 
lar case. 











without extension to the opposite cord and 
without restriction of mobility, that is, 
without infiltration: Some would select 
laryngofissure performed by the anterior 
commissure technic; most surgeons would 
recommend laryngectomy; I should choose 
roentgen irradiation. This is based on the 
premise that provided the cords are freely 
mobile, the response to irradiation is the 
same whether the entire length of both 
cords is involved or only a small nodule is 
present on one cord. 

3. Subglottic carcinoma: Whether these 
occur by origin or by extension, they are 
treated by laryngectomy, since they are 
radioresistant. 

4. More extensive lesions, possibly ex- 
tending to the posterior commissure or to 
the ventricle or the ventricular band: The 
laryngeal structures are usually fixed and 
the lesion is usually radioresistant and 
should be treated by laryngectomy. Per- 
sistent recurrence, however, is common. 
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Assuming a survival rate of 60 per cent, 
this indicates that 40 per cent of such 
lesions recur, and, since spread below 
the clavicles is uncommon, the recurrence 
is local in the neck. In these circumstances, 
therefore, despite the fact that it appears 
that an adequate laryngectomy has been 
performed, every patient who has had a 
lesion advanced enough to require laryn- 
gectomy should be treated with intensive 
postoperative irradiation in an attempt to 
prevent recurrence in the 40 per cent 
otherwise liable to have local recurrence or 
metastasis to the regional lymph nodes. 
This should not upset the laryngologist; it 
is an extension of the method advocated 
by Dr. Arbuckle of St. Louis, who removes 
the thyroid cartilage prior to irradiation 
to prevent radionecrosis. In the method 
advocated here, that is, laryngectomy 
rather than removal of the thyroid carti- 
lage only, the contained, infiltrating, radio- 
resistant, squamous cell carcinoma is also 
removed, and roentgen irradiation is relied 
upon to destroy any microscopic foci that 
may be present, from which recurrence 
will take place. In the absence of the thy- 
roid cartilage and an extensive infected 
carcinoma, even larger doses of roentgen 
rays may be administered with less risk of 
necrosis, provided the blood supply of the 
skin has not been compromised—a com- 
plication that unfortunately occurs when 
radical neck dissection is also required. 


5. Carcinoma above the ventricular band 
but below the free upper margin of the 
epiglottis, aryepiglottic fold and arytenoid: 
This lesion is best treated by laryngectomy 
and neck dissection, followed by intensive 
roentgen therapy. The prognosis is poor. 
Some of the lesions respond to external 
radiation even in the presence of fixation, 
since fixation is not as ominous a sign in 
more undifferentiated lesions. 

6. Extralaryngeal and hypopharangeal 
lesions, with or without cervical metas- 
tases: The treatment of choice is roentgen 
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therapy. It is recognized that aggressive 
surgical attempts are now being made to 
better the admittedly poor results of ir- 
radiation for these types of lesions, but the 
results have been discouraging, especially 
with advanced lesions. This is understand- 
able when one realizes that improved sur- 
gical technic does not change the nature 
of tumors. A corollary is the statement 
that although these extralaryngeal and 
hypopharyngeal carcinomas may be tech- 
nically operable, their clinical behavior 
makes them biologically inoperable. In 
every case, if laryngectomy is performed 
for this type of carcinoma, it should be 
followed by intense postoperative irradia- 
tion. 


As with other forms of potentially cura- 
tive cancer therapy for carcinoma, treat- 
ment must be aimed at eradicating the 
lesion with the first treatment or course 
of treatments. Recurrent carcinoma about 
the head and neck is usually not amenable 
either to roentgen or to surgical therapy. 


In the case of roentgen therapy, inten- 
sive treatment resulting in confluent mu- 
cositis is a definite necessity, and one may 
postulate that in the absence of this mu- 
cositis a biologically carcinomicidal dose 
was not administered. The inverse of this 
is not necessarily true, that is, the admin- 
istration of a dose resulting in intense 
mucositis will not necessarily result in 
sterilization of the carcinoma. 


Nothing has as yet been said about the 
role of the skin, because this structure has 
not been a limiting factor in treatment; 
rather, the radiation mucositis has usually 
(and general body tolerance occasionally) 
been the factor limiting further treatment, 
at a time when there was either persistent 
carcinoma or a rate of regression suggest- 
ing that carcinoma will persist. When 
treatment is discontinued, either because 
of complete regression of the lesion or 
because of intense confluent mucositis, the 
skin will usually show a moderate ery- 
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thema, which, if kept dry, will go on to 
fine branny desquamation. If large skin 
portals are used the erythema will be more 
pronounced, and if the skin is kept dry it 
will go on to a thickened membrane, which 
will separate in a few weeks’ time. If the 
portal of treatment is small, there will be 
few or no late residual cutaneous changes. 
If the portal is large, late residual changes 
(atrophy and telangiectasis) will occur. 


In actual practice a portal 5 by 5 or 6 
by 6 cm. square is selected for lesions of 
the vocal cords. For extensive endolaryn- 
geal or for extralaryngeal or hypopharyn- 
geal lesions an adequate portal to encom- 
pass the primary lesion and its metastases 
is selected; this may be of any size from 
7 by 7 to 15 by 12 cm. Treatment is given 
twice daily to alternate sides of the neck, 
for a dose of 150 r to each side for if the 
portal is 10 by 8 cm. or smaller, and 125 r 
to each side if it is larger. The volt- 
age used in my department is 250 KV, 
with a 4 mm. copper filter (resulting in a 
half-value layer of 2.8 mm. of copper), at 
50 cm. distance. However, any kilovoltage 
of 200 or higher and a filter of 0.75 mm. 
or more of copper is satisfactory. The 
proper selection of treatment portals and 
the planning and execution of treatment 
are more important than the voltage, pro- 
vided the latter is 200,000 volts or more. 


' The larynx is examined daily, and treat- 

ment is continued until there is confluent 
mucositis throughout the larynx. This 
may be observed when an average of 3,000 
r in air has been administered to each side 
for the smaller portals, but may range 
from 2,400 r to 3,600 r in air to each side; 
it will range from 2,400 r to 3,000 r to each 
side for the larger portals. In other words, 
treatment is continued until an adequate 
biologic dose, rather than a_predeter- 
mined numerical dose, has been admin- 
istered. In any case, the presence of con- 
fluent mucositis is an indication of an ade- 
quate biologic dose. 
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Peristent metastases to the cervical 
lymph nodes are treated by the insertion 
of gold radon seeds. Gold radon seeds are 
not used in the larynx, because they are 
ineffectual and cause chondronecrosis. 


ZUSAMMENFASSUNG 


An der Behandlung des Kehlkopfkrebses 
sind der Chirurg und der Roéntgenologe in- 
teressiert. Unoperierbarkeit ist keines- 
wegs die einzige Indikation zur Strahlen- 
behandlung. Der Verfasser skizziert die 
Grundsiatze, auf denen sich seine eigene 
Praxis auf diesem Gebiete aufbaut, und 
beschreibt den allgemeinen Behandlungs- 
vorgang an Hand einzelner Krankheits- 


falle. 
RESUME 


Le traitement du carcinome du larynx 
intéresse a la fois e chirurgien et le radio- 
logue. L’inopérabilité n’est en aucun cas 
la seule indication d’irradiation. L’auteur 
expose les principes de base de sa propre 
expérience dans ce domaine et décrit les 
traitements s’appliquant aux cas _ parti- 
culiers. 

RIASSUNTO 


Nella cura del cancro del laringe sono in 
causa tanto il chirurgo che il radiologi. 
L’inoperabilita non é affatto la sola indica- 
zione alla irradiazione. L’autore riferisce 
i principi ai quali si é ispirata la sua pra- 
tica in questo campo ed espone i suoi me- 
todi di trattamento. 


RESUMEN 


El] tratamiento del cancer de laringe 
afecta tanto al cirujano como al radidlogo, 
pues la indicacién de hacer un tratamiento 
con radioterapia no se presenta exclusiva- 
mente cuando el cancer es inoperable; el 
autor traza las normas en las que se basa 
en su practica particular, y describe el 
tratamiento general y su aplicacién a cada 
caso en particular. 
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SUMARIO huma maneira, deve ser a unica indicacao 

O tratamento do carcinoma de laringe __ para a irradiacéo. O Autor apresenta os 

interessa tanto ao cirurgiao quanto ao principios que norteam a orientacao em 
radioterapeuta. A inoperabilidade, de nen- sua clinica particular. 


When we come to examine in a critical and scientific spirit the contention that 
human life can be prolonged by periodic examinations and the resultant advice, we 
must first clearly define the nature of our inquiry. There is a general supposition 
that the project appeals to rugged common sense: that, obviously, by attention to 
ordinary matters such as diet, habits, and exercise, with a few more complicated 
procedures, a man can escape the company of the angels for a long period. But 
here common sense is really on the side of the angels. One need only ask where 
the men and women are who were born in 1831 to see that in the proposal for the 
arbitrary prolongation of life we have a biological chimera quite as full of un- 
realities as the physical chimera of perpetual motion. True, the difference in the 
span of life of different individuals allows us to invstigate the minor problem of 
whether the short-lifers can be turned into long-lifers, but the endurance of human 
protoplasm, it must be recognized, has very narrow limits. Our first thought, then, 
should be that, rather than attempting a natural and facile accomplishment, we are 


setting ourselves an extremely perverse and arduous task, 
—Clendening 
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Proctologic Surgery 





Colonic Fistula: Causes and Management 


FRANCIS D. WOLFE, M.D., F.A.C.S., F.I.C.S., D.A.B. 


CHICAGO, ILLINOIS 


ERSISTENT fistula of the colon may 
P be a sequel to previous surgical in- 
tervention, or it may be the result 
of a disease within the colon or a neigh- 
boring organ. In order to discuss this 
condition it would seem logical first to 
consider the intractable fistula that fol- 
lows or results from a surgical operation 
for some previously existing condition. 
Most of us are familiar with the fistula 
that not uncommonly occurs after opera- 
tion on an appendix involved in an acute 
suppurative inflammation, or when an 
abscess has developed in the cecal region 
before the appendix could be removed. 
These conditions are much less frequent 
today than they were a couple of decades 





Submitted for publication Dec. 28, 1958. 





For anorectal and colonic dis- 
eases, antibiotic therapy is valuable 
only when used with discretion as an 
adjunct to, not as a substitute for, 
good surgical therapy. Careful con- 
sideration is imperative as to choice 
of drug, sensitivity tests, administra- 
tion and toxicity. In the presence of 
insufficient circulation, delayed heal- 
ing may result from the nonabsorp- 
tion of dead tissue, a situation that 
may be overcome by prompt dé- 
bridement. 














ago, because the profession is more fa- 
miliar with the danger of delay in treating 
acute appendicitis, and there is little doubt 
that the use of antibiotics has reduced the 
incidence of this particular complication. 

If there is no obstruction of the large 
bowel distal to the cecum, one can feel 
relatively safe in delaying operation for 
the relief of a cecal fistula. 

In rare instances a considerable-sized 
fecalith or foreign body has been extruded 
from the lumen of the appendix, acting as 
a foreign irritant. Should this happen, it 
may become necessary to explore the field, 
particularly when the fistula has been in- 
ordinately delayed in closing spontane- 
ously. 

Colovaginal and colovesical fistulas are 
occasional complications of an appendiceal 
abscess, but they rarely persist if the large 
bowel is kept decompressed. 

A somewhat rare fistula of the same 
(appendiceal) origin occurs when the ab- 
scess ruptures into the right ureter. This 
is indicated by the passage of gas or fecal 
material in the urine. 

It is interesting to note the similarity 
between appendiceal abscess and abscess 
following acute diverticulitis of the de- 
scending or the sigmoid portion of the 
colon on the left side of the abdomen. In 
this condition one may find the counter- 
part of left-sided appendicitis, with a tend- 
ency to local abscess formation complicated 
by rupture into an adjoining viscus. 
Owing to the fact that diverticulitis is 











JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


commonly associated with varying degrees 
of colonic spasm, there is ample reason for 
a fistulous tract to develop and persist. 

Interintestinal fistulas between the colon 
and the small intestine not infrequently re- 
sult in angulation and edema of the small 
bowel. This condition, which is difficult 
to diagnose, is also no easy one to manage. 
The presence of the spasm in the colon, the 
edema and the fistulous opening into the 
small intestine and the friability of all the 
tissues in and about the fistulous tract, 
make surgical repair an exceedingly dif- 
ficult task. 

Unfortunately, most of these conditions 
are not diagnosed before operation, and 
one’s ingenuity is thoroughly taxed when 
one is suddenly confronted with this com- 
plex picture. In most instances, and in the 
hands of most surgeons, it would probably 
be safer to resect or repair the small in- 
testine and establish a colostomy at the 
site of the fistula in the colon or at a point 
proximal to the fistula. Selection here 
would depend upon the mobility of the area 
involved. 

If the bladder or the vagina is involved 
in the fistulous tract, preliminary proximal 
colostomy is practically imperative, and, in 
the case of the bladder, an indwelling cath- 
eter would probably serve a useful pur- 
pose. 

I have purposely omitted mentioning the 
difficulty of managing any colonic fistula 
that develops or is a result of a malignant 
tumor in the organ primarily or second- 
arily involved. A discussion of these fis- 
tulas would lead to so many ramifications 
and so much controversy that it seems ill 
timed to consider them here. 

One of the most treacherous colonic 
fistulas is that which occurs after gastro- 
enterostomy, with a perforating stomal or 
jejunal ulcer. These were very common 
during the era when gastroenterostomy 
was the most common surgical procedure 
for peptic ulcer. These fistulae presented 
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a triple threat to the vperator because they 
usually involved disconnecting the gastro- 
enterostomy, with or without partial 
gastric resection, restoration of the con- 
tinuity of the jejunum and repair or resec- 
tion of the defective colon, all of which 
made this an extremely tedious and for- 
midable procedure. One has some help in 
the beneficial effects of antibiotics and im- 
proved anesthesia, but this particular 
colonic fistula is still a challenge to any 
surgeon. 

It is true that gastric resection has sup- 
planted gastroenterostomy to a large de- 
gree, but there is still an occasional stoma! 
ulcer that involves the colon and leaves 
the surgeon no choice but operative inter- 
vention. 

SUMMARY 


In summary, the well-established prin- 
ciples in dealing with colonic fistula are 
as follows: 

1. If any obstruction exists in the colon 
distal to the fistula, it lessens the likeli- 
hood that closure can be done without re- 
lief of the obstruction. 

2. It must be borne in mind that every 
colonic fistula is the seat of infection, in- 
flammation and friable tissue and that any 
reparative process is predestined to fail- 
ure unless the inflamed tissue can be re- 
habilitated or resected. 

3. Decompressive measures must be 
taken in repairs done in and about in- 
flamed areas. 

4. Every effort must be made to re- 
establish the reparative processes of a pa- 
tient who must undergo any operation in- 
volving so treacherous a field as the large 
bowel. 

5. All known procedures for heighten- 
ing the healing processes of the body must 
be put to use before surgical intervention 
is undertaken. 

If there is one area in which antibiotics 
have given the most satisfactory results, 
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it is in the repair of defects of the large 
bowel. 


ZUSAMMENFASSUNG 


Die gut erprobten Grundsatze der Be- 
handlung von Dickdarmfisteln sind die 
folgenden: 

1. Wenn distal von der Fistel eine Dick- 
darmsperre besteht, sinkt die Wahrschein- 
lichkeit eines erfolgreichen Fistelver- 
schlusses, sofern die Sperre nicht beseitigi 
wird. 

2. Es darf nicht vergessen werden, dass 
jede Dickdarmfistel der Sitz von Infektion, 
Entziindung und briichigem Gewebe ist, 
und dass jeder Reparationsversuch ver- 
sagen muss, wenn das entziindete Gewebe 
nicht wiederhergestellt oder reseziert wird. 

3. Bei Reparationseingriffen innerhalb 
oder in der Umgebung entziindeter Gebiete 
miissen Massnahmen zur Dekompression 
vorgenommen werden. 

4. Es darf nichts unversucht bleiben, die 
Heilungskrafte eines Patienten zu unter- 
stiitzen, der einer Operation an einem so 
tiickischen Gebilde wie dem Dickdarm un- 
terzogen werden muss. 

5. Alle zur Verfiigung stehenden Mittel, 
die Heilfahigkeit des Kérpers zu steigern, 
miissen vor dem chirurgischen Ejingriff an- 
gewandt werden. 

Wenn es ein Gebiet gibt, auf dem die 
Antibiotika sich von héchst befriedigender 
Wirkung erwiesen haben, so ist es die Re- 
paratur von Defekten im Dickdarm. 


RESUME 


Les principes clairement établis du trai- 
tement des fistules du colon peuvent se 
résumer comme suit: 

1. En cas d’obstruction en aval de la 
fistule, il est peu vraisemblable que la fer- 
meture n’améne pas le soulagement de 
lobstruction. 

2. Il faut avoir présent a l’esprit le fait 
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que toute fistule du colon est le siége d’une 
infection, d’une inflammation, avec tissus 
friables, et que tout procédé de réparation 
est voué a l’échec 4 moins que |’on puisse 
restaurer ou réséquer les tissus enflammés. 

3. Il faut procéder a une décompression 
pour les réparations dans les zones en- 
flammées et autour d’elles. 

4. Aucun effort ne doit étre épargné en 
vue de favoriser les processus réparateurs 
chez un malade devant subir une opération 
queleonque touchant a une région aussi 
traitresse que le gros intestin. 


5. Il est indispensable de mettre en 
oeuvre tous les procédés connus pour acti- 
ver les processus de guérison de l’orga- 
nisme avant d’entreprendre une interven- 
tion chirurgicale. 

S’il est une partie de l’organisme dans 
laquelle les antibiotiques ont donné les 
résultats les plus satisfaisants, c’est bien 
dans la réparation de lésions du gros in- 
testin. 


RIASSUNTO 


Riassumendo, i principi per il tratta- 
mento delle fistole del colon sono i se- 
guenti: 

1. Se esiste un’ostruzione del colon dis- 
talmente alla fistola, la chiusura di questa 
non ha probabilita di riuscita fino a che 
l’ostruzione non sia stata rimossa. 


2. Si deve dicordare che ogni fistola é 
sede di infezione ed é costitutita da tessuti 
infiammatori e friabili sicché ogni tenta- 
tivo di riparazione é destinato all’insuc- 
cesso a meno che tali tessuti non vengano 
modificati o asportati. 

3. Le suture fatte nell’area infiammata 
o attorno ad essa devono essere libere da 
pressione. 

4. Si deve fare ogni sforzo per favorire 
i processi riparativi in un malato che 
dovra sottoporsi ad una chirurgia infida 
come quella del colon. 
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5. Si deve mettere in opera ogni mezzo 
diretto a facilitare i processi di guarigione 
prima di avventurarsi in un intervento 
chirurgico. 

Se vi é un campo in cui gli antibiotici 
hanno dato dei risultati eccellenti, questo 
é proprio la chirurgia riparatrice del colon. 


RESUMEN 


En resumen el tratamiento quirtrgico 
de las fistulas célicas se apoya en los si- 
guientes principios: 

1. Si existe una estreches del colon mas 
alla de la fistula se disminuye la proba- 
bilidad de que esta pueda curarse sin 
quitar antes el obstaculo; 

2. Debe tenerse presente que toda fitula 
célica es un lugar infectado, inflamado y 
de tejido friable donde todo intento quirtr- 
gico esta condenado al fracaso salvo que 
no se haya antes regenerado o extirpado. 


3. Toda la zona a operar debe ser su- 
ficientemente descomprimida. 


4. Todo exfuerzo debe hacerse para 
preparar bién el estado general de un en- 
fermo que ha de sufrir una intervenci6n 
en un organo tan traidor como el intestino 
grueso. 


5. Debe echarse mano de cuantos méto- 
dos sean posibles para mejorar el proceso 
de reparacion antes de proceder al trata- 
miento quirtrgico. 

Si hay un sitio en el que los antibiéticos 
hayan dado los resultados mas satisfac- 
torios este es precisamente en la prepara- 
cién de los enfermos que han de ser opera- 
dos del intestino grueso. 


JANUARY, 1961 


SUMARIO 


Em resumo, os principios, bem estabele- 
cidos, no tratamento da fistula do célon 
sAo os seguintes : 

1. Se existe qualquer obstru¢ao no cdlon 
distalmente a fistula, diminui a possibili- 
dade de que o fechamento possa ser feito 
sem alivio da obstrucao. 

2. Deve se ter em mente que, toda fistula 
do célon é séde de infeccao, inflamacao e 
tecido friavel, e que qualquer procésso re- 
parador esta predestinado a insucésso a 
nao ser que o tecido inflamado seja reabili- 
tado ou ressecado. 

3. Medidas descompressivas dévem ser 
tomadas nas reparacées feitas em redor e 
nas areas inflamadas. 

4. Todos os esfércos dévem ser feitos 
para restavelecer os procéssos reparativos 
de um paciente que déve se submeter a uma 
cirurgia em um terreno tao traicgoeiro como 
o intestino grosso. 

5. Antes de se proceder ao tratamento 
cirurgico dévem ser usados t6dos os méto- 
dos para aumentar os procéssos de cicatri- 
sacao corporea. 

Na maioria dos casos a bursite respon- 
dera a 1 ou 2 injegdes, com intervalo de 
5a7 dias. Pode ser suplementada por um 
curto curso de terapia fisica, para elimi- 
nacao de sintomas residuais em algumas 
instancias. 

6. Diagnostico e tratamento de desor- 
dens associadas que podem ser a causa pri- 
maria das bursites trocantéricas, impor- 
tantes no sucésso do tratamento. 

Se existe uma area onde os antibioticos 
tenham dado resultados mais satisfatérios, 
esta é certamente na reparacao dos defei- 
tos do intestino grosso. 


A prejudice is a vagrant opinion without visible means of support. 


—Bierce 
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is well known that the “low back crip- 
[oe presents an ever-continuing chal- 
lenge to the medical profession. Dur- 
ing the past three decades great strides 
have been made in diagnostic technic and 
evaluation of the relation of architectural 
and pathologic abnormalities to the pro- 
duction of low back pain. A careful peru- 
sal of the vast literature that has accumu- 
lated on this subject will nevertheless at- 
test to the fact that here are still many 
important controversial areas related to 
this subject among outstanding physicians 
of wide experience. 

While the evaluation of physical im- 
pairment in claims known and accepted 
as having resulted clearly and exclusively 
from industrial activity is complex and 
difficult in cases involving the spine, an- 
other important area of this problem is 
related to the determination of liability 
when the alleged trauma would be inade- 
quate to cause the existing disability or 
when smoldering disease or preexisting 
defects play a major role in the production 
or maintenance of physical impairment. 
It is this area I desire to explore, in the 
hope of clarifying some concepts that ap- 
pear to be reasonable in appraising such 
problems. 





Read at the Twenty-Fourth Annual Congress of the North 
American Federation, International College of Surgeons, 
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Industrial compensation for pain 
or trauma to the lower part of the 
back is a modern problem beset with 
difficulties. The basic facts needed to 
justify this compensation are men- 
tioned, and illustrative special cir- 
cumstances that may influence the 
decision are described. A thorough 
appraisal of the individual problem, 
including a careful history, a thor- 
oughgoing physical examination, 
and exhaustive roentgen and labora- 
tory studies of the patient, is manda- 
tory in the adjustment of industrial 
claims. 











First, it must be emphasized that the 
question of industrial liability for the 
production of disabling symptoms refer- 
able to the lower part of the back must be 
determined on the basis of uniform con- 
cepts applied to specific situations. In 
approaching these problems certain funda- 
mental facts must be determined, and rea- 
soning consistent with current knowledge 
of the underlying pathogenesis must be 
applied. A definite knowledge of the exact 
circumstances at the onset of symptoms 
must be established. Were the alleged con- 
ditions under which it is claimed that an 
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injury occurred actually of such a nature 
as to cause damage to the lower part of 
the back, or were they in no way different 
from innumerable similar conditions that 
would normally be encountered in the 
claimant’s daily work routine? If the pre- 
sumed traumatizing act was routine, were 
there any special features associated with 
its performance that would significantly 
change its potential influence on the body 
—unexpected slipping, abnormal postures 
associated with cramped or otherwise un- 
usual situations, and unforeseen load in- 
creases due to sudden loss of other con- 
trolling forces? Lifting objects weighing 
up to 50 pounds and even more in a normal 
manner by a laborer fully accustomed to 
such an effort would not, in and of itself, 
be regarded as traumatizing; but if such 
a lift were made with the patient bent for- 
ward or in a stooped position and asso- 
ciated with rotation of the body, it might 
become significant as a truly damaging 
force. Disc syndromes have frequently 
been precipitated by just such efforts, and 
clinical experience abundantly supports 
the fact that a loaded, forward-stooping, 
and twisting back can readily cause an 
intervertebral disc to crack and/or pro- 
trude. If such an effort precipitates symp- 
toms in a previously normal back, it would 
seem logical to conclude that it was the 
responsible factor for the ensuing dis- 
ability. 

Lifting loads in excess of 70 pounds, and 
particularly between 75 and 100 pounds 
or more, is potentially dangerous in any 
circumstances, and, if acute low back 
symptoms develop during the exhibition 
of such an effort, the cause and effect re- 
lation seems quite clear, particularly if the 
now disabled back has previously been 
truly symptom-free. But this asympto- 
matic, preexisting condition is difficult to 
establish, since it frequently depends ex- 
clusively upon the reliability of the pa- 
tient’s statements. 
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Any physician who deals extensively 
with this problem soon becomes aware of 
the frequency of untrustworthy past his- 
tories, because these must be obtained al- 
most entirely from the patient himself and 
his willingness or unwillingness to reveal 
all the facts that might establish the true 
nature of his condition. 

In such instances, however, when per- 
tinent medical information is available 
from shop medical department files, as well 
as from the previous attending physicians’ 
or the Industrial Commission’s files, court 
or hospital records, one is frequently per- 
plexed by the gross discrepancies that 
exist between the recorded facts and the 
alleged history. 

Although a competent physician may 
seriously question the veracity of a history 
he obtains when the physical and roent- 
genographic evidence available seem to 
warrant certain reasonable presumptions 
of previous low back trouble, he is, never- 
theless, usually required under the statutes 
to accept the history as given unless it can 
be repudiated by substantial evidence. 

In many cases, however, considerable 
background information is available, if it 
is assiduously sought, to weigh carefully 
in reaching a conclusion. In a substantial 
percentage of such cases the patients con- 
cede a history of chronic or recurrent low 
back trouble of one kind or another, and 
these patients require special analysis ac- 
cording to established concepts. Basically, 
these concepts pertain to whether or not 
the alleged accident under consideration ir- 
reversibly changed the underlying, pre- 
existing condition of the spine or its re- 
lated structures in some significant way. A 
person who has had one or more episodes 
of low back pain only may precipitate a 
severe recrudescence of low back pain with 
sciatica. The latter feature would point to 
the presence of radiculitis, which would be 
strongly presumptive of disc protrusion, 
thus indicating that part of a previously 
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cracked and probably degenerating disc 
has now migrated backward into the in- 
traspinal area. If the sciatica was only 
transient and abated in days or weeks, the 
liability, if any, would apply only to the 
temporary total disability. If the initially 
occurring sciatica persisted and remained 
unresponsive to conservative treatment, 
however, surgical treatment would have to 
be provided and liability for residual ail- 
ments, over and above those which already 
present, accepted. 


Some patients with histories of recur- 
rent low back pain and sciatica who have 
previously recovered spontaneously may 
be precipitated into an intractable sciatic 
syndrome that defies all the therapeutic 
methods that formerly alleviated it. This 
would represent another instance of a 
changed status in the underlying patho- 
logic condition; and, if it has been pre- 
cipitated by an industrial situation with 
potentially traumatizing implications, lia- 
bility would appear to be warranted. Thus, 
it can be seen that the decision with regard 
to liability or nonliability must rest upon 
a logical and consistent evaluation of all 
the evidence, and in each instance there 
should be a complete comprehension of the 
total picture. 


Many persons who have engaged in 
more or less heavy manual labor all their 
lives will notice gradual deterioration of 
some of the vital structures in their spinal 
architecture and slowly become aware of 
progressive inability to carry on at their 
jobs. Despite the fact that there has been 
no known traumatizing incident, these 
workers, nevertheless, feel that their low 
back troubles are due to their work and 
that they should be compensated for any 
disability they may have. They become 
hostile and resentful when they are in- 
formed that Industrial Compensation Acts 
do not ordinarily qualify such vague com- 
plaints for treatment or disability compen- 
sation. Basically, compensation in such 


107 


SCHNEIDER: LOW BACK INJURIES 


cases would place a double burden upon 
the employer (or his compensation car- 
rier) and eventually on the public. It 
would pay the worker not only once for 
wearing himself out, but again because he 
has become worn out. It would substitute 
industrial compensation for sickness or old 
age insurance and would throw the respon- 
sibility of inherent functional incapacity 
upon the employer. It would inevitably 
classify as industrially compensable all 
organic disabling conditions arising from 
defect, disease, age or normal attrition. 
Many claimants alleging disability fol- 
lowing industrial effort or a minor acci- 
dent show no evidence of traumatic struc- 
tural defects, but more or less advanced 
pathologic conditions of long standing can 
sometimes be observed. Individual archi- 
tectural defects of congenital or develop- 
mental origin can easily become sympto- 
matic under circumstances of minor strain, 
even though they may have been com- 
pletely silent theretofore. Structural de- 
fects in the lower part of the back are 
peculiarly prone to become symptomatic 
after strain, and it is distressing and dis- 
concerting to note how unresponsive to 
normal healing such injuries can _ be. 
Chronic arthritis is another condition that 
may smolder silently for years, only to be 
rendered painful or “sensitized” by some 
relatively minor influence. Even symptoms 
that may have been present and disre- 
garded by the patient for a long time sud- 
denly assume striking importance and 
cause unusual annoyance after an accident 
that may lead to compensation. Grating or 
grinding of the joints in the neck is a com- 
mon phenomenon in middle-aged or elderly 
persons, rarely causing any apprehension 
or inconvenience until some slight accident 
has occurred, and then the patient sud- 
denly regards the symptoms as proof of 
a serious injury with permanently dis- 
abling potentialities. Many forget, or have 
learned to disregard, the consequences of 
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an old, noncompensable injury until the 
same area is reinjured under compensable 
circumstances when all the effects of the 
ancient injury are suddenly attributed to 
the recent one. In such instances the ex- 
pert must exercise great care to segregate 
the old from the new. 


Many instances of true traumatic ag- 
gravation of chronic smoldering disease do 
occur. These must be recognized and ap- 
praised in accordance with common ex- 
perience in cases of this nature. Any 
chronically defective tissue, whether of 
congenital or developmental origin, is no- 
toriously prone to sensitization. Traumatic 
influences that would be inadequate to in- 
jure normal tissues commonly and sig- 
nificantly affect defective ones. These re- 
actions are frequently persistent and do 
not respond normally to the influence of 
treatment and time. 


Injuries of the back have long been 
notorious for difficulty of identification 
and appraisal. ‘Railroad spine,” “sacro- 
iliac sprain” and, more recently, “disc le- 
sions” have successively plagued the medi- 
cal profession. This is due to the great 
frequency of injuries of the spine, the 
complicated anatomic character of this re- 
gion and the relative ease of misrepresen- 
tation of symptoms it permits. Perhaps 
nowhere else in the realm of trauma is 
there such a baffling array of entities and 
symptoms, because injuries of the spine 
and its appendages can involve any of the 
innumerable structures of which it is com- 
posed or which may be contained within its 
neural canal, and often these injuries do 
not disclose themselves by any definitely 
and objectively demonstrable signs. Even 
the roentgen ray and other special diag- 
nostic facilities cannot always reveal evi- 
dence of injury ; consequently, appraisal of 
injuries of the spine requires not only the 
most conscientious and searching investi- 
gation of the patient, including the em- 
ployment of many special diagnostic meth- 
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ods, but careful observation of the person 
himself and his reaction to many tests. In 
one way or another every tissue under 
suspicion can be subjected to investigation 
and the complex picture of the actual in- 
jury recorded. If the symptoms are con- 
sistent and logical, the signs are definite 
and irrefutable, but if they are confused 
and inconsistent, they arouse suspicion and 
doubt. 

Injuries of the spine have strikingly 
contrasting potentialities. Wrenching of 
the neck may merely stretch a muscle or 
ligament, causing only temporary discom- 
fort and no permanent residuals, or it may 
fracture an intervertebral disc and lead to 
interminable trouble. A so-called broken 
back may be only a cracked appendage of 
one of the vertebrae, or it may be a 
crushed vertebral body, with or without 
paralysis due to injury of the spinal cord. 
A “low back strain” or sprain may mean 
a stretch of a minor muscle or ligament, 
or it may be a cracked intervertebral disc, 
with or without protrusion of disc mate- 
rial into the spinal canal. The latter con- 
dition can, and frequently does, lead to 
chronic degenerative changes in the disc, 
maladaptation of the vertebrae to each 
other, instability of the lower part of the 
spine, chronic backache, irritation of the 
sciatic nerve and even partial paralysis. 
All of these conditions can be diagnosed by 
careful examination and study, including 
the use of roentgen rays and spinal punc- 
ture; injection of oil into the subarachnoid 
space or Diodrast into the discs themselves, 
and special physical and laboratory tests. 
By means of a competent examination, the 
expert can obtain evidence that an injury 
has actually occurred. In the complete ab- 
sence of such evidence or in the presence 
of utterly inconsistent observations he is 
justified in presuming that no abnormality 
is present. Often the patient’s unsupported 
allegations represent only a part of the 
picture of his insincerity and unreliability. 
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Thorton Brown and his co-workers, in a 
study of the therapeutic failures in low 
back cases concluded that “a history of 
the present illness that is vague because 
of confused chronology and because of the 
introduction of material apparently having 
nothing to with the injury and symptoms; 
expression of either open or veiled resent- 
ment to and criticism of the doctors and 
ancillary personnel because of alleged mis- 
management or neglect; dramatic descrip- 
tions of the symptoms and of the patient’s 
reaction to them; difficulty in localization 
and description of pain and other symp- 
toms; failure of the usual forms of treat- 
ment to give significant relief from pain; 
and accompanying neurotic symptoms” are 
commonly observed psychologic factors 
that complicate the problem and obstruct 
its solution. 

Another feature of the spine that often 
leads to confusion is the presence of struc- 
tural defects of congenital or developmen- 
tal origin that closely simulate those 
caused by trauma. Thus, wedge-shaped 
vertebrae (Scheuermann’s disease, Calves’ 
disease, hemivertebrae, etc.), unattached 
portions of vertebral bodies (limbus ver- 
tebrae, unattached transverse or spinous 
processes, unattached articular processes, 
etc.), unfused interarticular portions of 
vertebrae (spondylolysis, etc.) and many 
other defects may be the result of either 
congenital or long-standing acquired ab- 
normality or recent trauma. The physi- 
cian who wishes to qualify as an expert 
must be able to differentiate all these con- 
ditions. The careful expert can usually 
distinguish between them, whereas the 
novice is frequently misled. 


CONCLUSION 


The foregoing discussion points out the 
innumerable and diverse situations 
encountered in appraising low back prob- 
lems in relation to industrial compensa- 
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tion. In almost every instance it is im- 
portant to determine whether or not the 
injury is compensable under the applica- 
tion statutes. The answer lies in a care- 
ful and thorough evaluation of the prob- 
lem, including a complete and accurate 
history, a careful physical examination 
and adequate roentgenographic and lab- 
oratory studies to establish an exact diag- 
nosis. Only then is the physician ready 
to proceed with proper treatment and an 
understanding of all the factors that will 
influence his prognosis. 


SUMARIO 


A compensacao industrial por dér ou 
trauma na porcao inferior do dorso con- 
stitue um problema bloqueado de dificul- 
dades. S&o mencionados os fatos basicos 
necessarios para justificar esta compensa- 
cao e se descrevem circunstancias ilustra- 
tivas especiais que passam a influenciar as 
decisées. Uma perfeita avaliacao do pro- 
blema individual, incluindo uma historia 
cuidadosa, exame fisico minucioso e exaus- 
tivos estudos roentgenolégicos e de labora- 
térios, do paciente, sdo obrigatérios no 
ajustamento de classes industriais. 


ZUSAM MENFASSUNG 


Betriebsentschadigungen fiir Schmerzen 
oder Verletzungen des unteren Riickenab- 
schnittes stellen ein schwieriges modernes 
Problem dar. Die grundlegenden Tatbe- 
stinde, die zur Rechtfertigung einer sol- 
chen Entschadigung vorhanden sein miis- 
sen, werden angefiihrt, und besondere 
Situationen, die die Entscheidung beein- 
flussen kénnen, werden beschrieben. Eine 
sorgfaltige Auswertung des individuellen 
Problems, wozu genaue Anamnese und 
kérperliche Untersuchung gehéren, und 
umfangreiche Réntgen- und Laborato- 
riumsuntersuchungen sind zur Beilegung 
von Anspriichen infolge von Betriebsun- 
fallen unerlasslich. 








RESUME 

L’auteur expose le probléme ardu des 
caisses de compensation professionnelle 
dans les cas de douleurs et traumatismes de 
la partie dorsale inférieure. I] énumére 
les principes de base justifiant la compen- 
sation et décrit les circonstances spéciales 
susceptibles d’influencer la décision. Une 
appréciation claire des problémes indivi- 
duels, une anamnése détaillée, des examens 
physiques complets avec examens radio- 
logiques et de laboratoire approfondis sont 
indispensables pour le réglement de ces cas. 


RIASSUNTO 


Il risarcimento in campo industriale dei 
dolori e dei traumi del tratto inferiore della 
colonna é un problema moderno pieno di 
difficolta. Vengono ricordati gli elementi di 
giudizio che sono necessari per giustificare 
il risarcimento e le particolari circostanze 
che possono influire sulla decisione. E’ in- 
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dispensabile uno studio accurato del caso e 
un esame completo e attento del malato 
mediante ricerche radiologiche e di labora- 
torio. 

RESUMEN 


La compensacion industrial por dolor o 
traumatismo de la regién lumbosacra es 
problema que tropieza con dificultades. Se 
mencionan en este trabajo los hechos ba- 
sicos necesarios para justificar tales com- 
pensaciones y se describen ciertas espe- 
ciales circunstancias que pueden influir. 
Para resolver bién la cueti6n es indispen- 
sable un estudio completo de la custi6n in- 
cluyendo una historia clinica cuidadosa, un 
examen fisico completo y exploraciones 
exaustivas del paciente en el laboratorio y 
con los rayoxs. 
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Perpetual devotion to what a man calls his business is only to be sustained by 
perpetual neglect of many other things. And it is not by any means certain that a 
man’s business is the most important thing he has to do. To an impartial estimate it 
will seem clear that many of the wisest, most virtuous, and most beneficent parts that 
are to be played upon the Theater of Life are filled by gratuitous performers, and 
pass, among the world at large, as phases of idleness. For in that Theater not only 
the walking gentlemen, singing chambermaids, and diligent fiddlers in the orchestra, 
but those who look on and clap their hands from the benches, do really play a part 
and fulfill important offices toward the general result. You are no doubt very de- 
pendent on the care of your lawyer and stockbroker, of the guards and signalmen 
who convey you rapidly from place to place, and the policemen who walk the streets 
for your protection; but is there not a thought of gratitude in your heart for certain 
other benefactors who set you smiling when they fall in your way, or season your 


dinner with good company? 





—Stevenson 
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biasis, padecimiento tan comtn en 

nuestro medio y en los paises tropi- 
cales, es sin duda el absceso hepatico o 
necrosis amibiana del higado, cuyo trata- 
miento ha sido siempre un problema al que 
se le han dado diversas soluciones. 

La enfermedad, debido a las condiciones 
climatolégicas de nuestro Pais y a los fac- 
tores nutricionales y alcohdélicos de nues- 
tras clases menesterosas, lejos de dismi- 
nuir persiste y su incidencia es igual o 
mayor a la de otras épocas, llegando a 
nuestro Servicio de Cirugia General de dos 
a cuatro casos durante el afi, cifra pe- 
quefia en relacién con la de los Servicios 
Especializados, como la Unidad de Gastro- 
enterologia a la que llegan de once a doce 
casos al afio. 

Por lo que al tratamiento se refiere, en 
un principio se consideraba que lo mejor 
era dejar evolucionar el padecimiento de 
manera espontanea. 

En el Siglo XVII utilizaron el hierro al 


| A complicacién mas frecuente de la ami- 


From the Hospital General de Mexico. 
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The authors analyze fifteen cases 
of hepatic abscess observed in the 
Department of Surgery of the Hosp’- 
tal General of Mexico from 1952 to 
1957, with a brief outline of clinical 
and therapeutic considerations. 
They emphasize the importance of 
adapting treatment to the patient in 
the individual case. Emetine therapy, 
combined with evacuation of the 
abscess and the intracavitary injec- 
tion of enzymes, gave satisfactory 
results. 











rojo vivo para drenar el absceso; en el 
Siglo XVIII Camerén relata la curacién 
milagrosa—del padecimiento por medio de 
la sangria. 

En 1855, Miguel Jiménez, Médico Mexi- 
cano, preconiza por primera vez en el 
mundo la puncién evacuadora como el tra- 
tamiento mas adecuado. 

En 1871, McLean, posiblemente por la 
poca publicidad de lo anterior, da a conocer 
por medio de diversas publicaciones cienti- 
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ficas este tratamiento, haciéndolo aparecer 
como propio y original. 

Fué en 1912 cuando Rogers, al demos- 
trar el efecto benéfico de la emetina en la 
amibiasis y en los abscesos del higado, 
marc6é una nueva etapa en el tratamiento 
de esta dolencia. 

En la era Listeriana se pensd que la 
debridacién amplia de los abscesos podria 
llegar a ser el tratamiento de eleccién; 
pero las estadisticas al elevar nuevamente 
el indice de mortalidad demostraron todo 
lo contrario. 

Nosotros pensamos que el tratamiento 
del absceso hepatico esta condicionado por 
el cuadro clinico. 

En las formas agudas, el tratamiento 
médico a base de diez miligramos de eme- 
tina por Kilo de peso y por dia por via 
intramuscular y durante diez dias, puede 
dar resultados complemente satisfactorios. 

Cuando el absceso por su desarrollo ha 
alcanzado la superfice de la piel y encon- 
tramos una tumoracion palpable con fluc- 
tuacion, enrojecimiento y edema, el trata- 
miento emetinico asociado a la puncién 
evacuadora es el indicado. 

Tomando en consideracién que la eme- 
tina es una substancia t6éxica con marcada 
acci6n sobre la fibra miocardica y con ten- 
dencia a la acumulacién, siempre que la 
utilizamos lo hacemos en dosis de acuerdo 
con el peso del enfermo; por via intra- 
muscular puesto que la endovenosa es 
mucho mas peligrosa; vigilando cuando 
menos dos veces por dia la presién arterial 
y el pulso y tomando un electrocardio- 
grama antes, durante y después del trata- 
miento. 

Al principio usamos la puncién evacua- 
dora repetida, obteniendo bastantes buenos 
resultados. Sin embargo, tomando en con- 
sideracién lo molesto que es para el en- 
fermo la repeticién de las punciones y tra- 
tando de evitar la posible infeccién secun- 
daria de] absceso, uno de los médicos del 
Servicio el Dr. Francisco Fonseca sugiri6 
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el uso de un trécar de puncién abdominal, 
lo suficientemente grueso para permitir el 
paso a través de él, de una sonda de Néla- 
ton dei numero catorce, la que conectada 
con un aspirador diera salida de una sola 
vez a la mayor parte de la colecci6én puru- 
lenta, haciendo posteriormente con el ex- 
tremo libre de la sonda, sif6n para canali- 
zar lentamente. Este procedimiento que 
permite durante la noche cerrar la sonda 
por medio de una pinza y facilita al pa- 
ciente el cambio de posicién en la cama, 
lo hemos estado utilizando con bastantes 
buenos resultados. 

En oposicién a este tratamiento, otros 
autores recomiendan asociar a la cura 
emetinica el uso de antibidticos y de sulfas, 
obteniendo con ello curaciones en wun 
tiempo relativamente corto sin recurrir a 
la punci6n evacuadora. 

Nosotros creemos que esto es factible 
solamente cuando no se trata de una gran 
coleccién, pues en este caso solo su evacua- 
cién puede ayudar al tratamiento. 

Tratando de acortar el periodo de re- 
cuperacién de los enfermos, hemos aso- 
ciado a la puncién evacuadora la inyeccién 
intracavitaria de dos enzimas, la estrepto- 
cinasa y la estreptodornasa (Varidase), 
utilizando con fines terapeuticos las reac- 
ciones bioquimicas, biofisicas y biofisiold- 
gicas de las enzimas extracelulares elabo- 
radas por los estreptococos hemoliticos. 

Su uso es completamente ldgico si 
consideramos como actualmente se hace, 
que el absceso hepatico es una necrosis 
amibiana del higado y si tomamos en 
cuenta las reacciones locales producidas 
por las enzimas ya mencionadas y demos- 
tradas por los estudios de Johnsson; des- 
truccié6n de los nticleos de células en estado 
de degeneracién, desaparicién del acido 
desoxiribonucleico extracelular, licuefac- 
cién del exudado viscoso y gran aumento 
de la eficacia de la fagocitosis. 

El] resultado ha sido completamente sa- 
tisfactorio pues la secrecién de espesa se 
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torna mas fluida y disminuye rapidamente, 
recuperando el higado sus dimensiones 
normales con mas rapidez lo que acorta 
notablemente la evoluci6én del padeci- 
miento. 

Como todos estos pacientes de absceso 
hepatico, llegan a las Salas del Hospital 
en un estado de anemia y desnutricién 
marcados, es légico que ademas del trata- 
miento especifico tenemos que instituir 
desde luego una terapetitica que corrija el 
estado carencial e insistir en una alimen- 
tacién bien balanceada, rica en proteinas 
e hidratos de carbono. Asociamos enton- 
ces la medicacién polivitaminica con so- 
bre dosificacién de la vitamina B.1 para 
prevenir el efecto téxico de la emetina 
sobre el miocardio; el uso de transfusiones 
y preparados a base de Acido félico, vita- 
mina B.12 y sulfato ferroso para contrar- 
restar la anemia secundaria y los prepara- 
dos lipotrépicos para mejorar el funciona- 
miento de la celdilla hepatica. 

Recurrimos al uso de los antibidéticos de 
amplio espectro antibacteriano cuando 
pensamos en una infeccién secundaria 
agregada; y al uso de los preparados 
quinolinicos para el tratamiento de las 
lesiones intestinales. 

Rechazamos totalmente el uso de los 
deribados arsenicales pentavalentes, por su 
toxicidad sobre el higado. 

En el presente trabajo haremos breves 
consideraciones clinicas sobre los casos 
estudiados e insistiremos sobre nuestro 
método de tratamiento. 

En nuestro Servicio de Cirugia General 
del Hospital General de México, durante 
los afios de 1952 a 1957 se admitieron 2170 
enfermos de los cuales 700 correspondie- 
ron a diversas afecciones del aparato di- 
gestivo, o sea un 32.5%. 

De estos enfermos 15 presentaron ab- 
sceso hepatico, o sea el 2.1%, ocupando el 
quinto lugar en frecuencia después de 
apendicitis con 457 casos; colecistitis cal- 
culosa con 133; tlcera gastroduodenal con 
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Fig. 1—Absceso hepatico amibiano en relacion 
con el sexo. 


74; colitis con 16; hepatitis con 8 y cirrosis 
hepatica con 6. 

Por lo que al sexo se refiere, es mas fre- 
cuente en el masculino en proporcién de 
3a1. Encontrande en una serie de 15 en- 
fermos, diez hombres y cinco mujeres, 
66.6% y 33.3% respectivamente (Fig. 1, 
Tabla 1). 

La edad de nuestros enfermos oscil6 
entre los 26 y los 70 afios, siendo mas fre- 
cuente en la quinta década de la vida 
(Fig. 2). 

Los antecedentes alcohélicos fueron po- 
sitivos en 10, negativos en 2 y ocasionales 
en 8. La alimentacién deficiente tanto en 
proteinas, vitaminas e hidratos de carbono, 
la encontramos en todos nuestros pacientes 
100%. Los antecedentes disentéricos fue- 
ron positivos solamente en 4 y negativos 
en los 11 restantes. 

Creemos por lo tanto, como la mayor 
parte de los autores mexicanos," que el 
alcoholismo crénico disminuye las defen- 
sas organicas naturales y junto con las 
carencias de tipo nutricional, produce 
degeneracién de la celdilla hepatica, favo- 
reciendo por lo tanto la formacién del 
absceso (Tabla 1). 
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Fig. 2. (Casos 1, 2 y 3; 4, 5, 6 y 7; 8 y 9; 10, 11, 
12, 18, 14 y 15).—Absceso hepatico amibiano en 
relacién con la edad. 


En cambio no es indispensable encontrar 
antecedentes disentéricos para poder hacer 
diagnoéstico de absceso hepatico. 

En nuestra serie de enfermos encontra- 
mos como sintomas principales: fiebre con- 
tinua o intermitente hasta 38 6 40 grados 
centigrados, en 13 casos; tumoraci6n, asi 
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como edema y fluctuacién de la pared, en 
11; dolor fijo en 9; o irradiaciones en 
hemicintur6n al dorso, escapula derecha y 
hombro, en 6 de los casos. 

La tumoracion fué palpable principal- 
mente en la cara lateral e inferior del 
hemitorax derecho, epigastrio e hipocon- 
drio derecho, siendo dolorosa toda ella, 
pero con un sitio en donde el dolor era mas 
exquisito. 

Entre los datos mas importantes de La- 
boratorio, hallamos anemia hipocroémica 
en 13, leucocitosis en 11 con linfopenia y 
neutrofilia en 9 de ellos. 

Las radiografias de los casos no com- 
plicados demostraron siempre mayor ele- 
vacion de la cupula diafragmatica derecha. 

El frotis y cultivo de la secrecién fué 
negativo en 13 casos y se aislaron bacilos 
coliformes y Gram positivos, asi como 
micrococus pyogenus en dos casos compli- 
cados, uno infectado secundariamente y 
otro abierto a cavidad pleural. 

Las complicaciones mas frecuentes fue- 
ron: dos casos abiertos a peritoneo y tres 
abiertos a pleura y bronquios. De estos 
enfermos fallecieron cuatro a las pocas 
horas de su ingreso al Hospital y sin trata- 
miento; y cur6 uno (Tabla 2). 





TABLA 1.—El Sexo, los Antecedentes Aicoholicos y Disentericos 
en la Amibiasis Hepatica Segun los Diversos Autores 





Sexo Antecedentes Antecedentes 








Autores Ano Casos M. F. Alcoholicos Disentericos 

Celis, A.’ 1938-50 257 218 39 oe 

Ramos, P.* 1939-54 167 128 39 112 

Sanchez, J. A.’ 1942-54 20 17 3 20 

Sepulveda, B.* 1947-50 38 36 2 18 ee 

Sepulveda, B.* 1948-54 67 62 5 18 18 

DeBakey, M.° 1951 263 221 42 ae 11 

Orozco, E.’ 1952-58 15 10 5 13 4 

Sadun, H. E.° 1956 13 12 1 

Patterson, M.° 1956 20 18 2 ste 

Schapiro, M.” 1956 6 3 3 6 
Totales: 866 725 141 181 39 

M.: Masculino F.: Femenino 
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TABLA 2.—Mortalidad en Casos Complicados y No Complicados 
de Absceso Hepatico Amibiano, Segun los Diversos Autores 














Casos de Complicados No Complicados c 

Autores Estudio Total Cc. D. Total Cc. D. 
Celis, A.’ 257 113 we 144 
DeBakey, M.’ 176 35 22 13 141 
Haro y Paz, G.” 151 6 1 5 145 138 
Haro y Paz, G.” 120 20 12 100 96 4 
Orozco, E.” 15 5 4 10 10 ae 
Ramos, P.* 159 30 16 14 129 126 3 
Sepulveda, B.** 67 21 14 7 46 43 3 


C.: Curacion 


D.: Defuncion 








TABLA 3.—Mortalidad Segun el Tipo de Tratamiento, asi Comono Tratados, 
de Acuerdo con los Siguientes Autores 





Tratamiento 











Medico Med. Aspiracion Quirurgico No Trata 
Autores Casos Total Cc. D. Total Cc. Dz. Total Cc. Dz. Dos. D. 
DeBakey 176 150 144 6 90 70 20 
Flores, R. 78 78 75 3 a 
Grizaud, H. 10 Ze aa nee 10 6 4 
Haro y Paz 120 100 96 4 20 8 12 
Jordan, P. 5 eed 5 5 
Orozco, E. 15 ar = 11 11 "9 4 
Patterson, M. 20 5 5 gic 8 4 3 1 3 
Santillan, M. 42 42 41 1 pee 
Schapiro, M. 6 san: is he ae po i? 6 6 ee mae 
Sepulveda, B. 67 55 49 6 10 9 1 Lf 13 4 4 
Ramos, P. 159 114 109 5 37 33 4 8 5 3 
Med.: Medico C.: Curaciones D.: Defunciones 





Ya, Sherry, en 1951 habla de la inyec- 
cién intracavitaria de las enzimas de los 
estreptococos hemoliticos; y nosotros, en 
1953, en un trabajo previo,” relatamos 
los resultados obtenidos con nuestro trata- 
miento en dos casos de absceso hepatico, 
ahora con mayor experiencia y aumentada 
la casuistica podemos hablar con bases mas 
sdlidas, ya que al revisar numerosa biblio- 
grafia tanto nacional como extranjera, no 
encontramos estrictamente los mismos li- 
neamientos de tratamiento. 

Creemos que el método de eleccidén es el 
llamado conservador, 0 sea el médico, com- 
binado con la punci6n evacuadora. 
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El] tratamiento quirtrgico, debridacién 
y canalizaci6n, no lo practicamos por con- 
siderarlo inadecuado y peligroso y por el 
alto indice de mortalidad que presenta’ 
(Tabla 3). 

Las bases sobre las cuales nos apoyamos 
para nuestro método de tratamiento, son 
las siguientes: 

1. Consideramos al absceso hepatico 
como una cavidad limitada en el paren- 
quima, con liquido primitivamente asép- 
tico y secundariamente infectado, que de 
no evacuarse tiende a la ruptura esponta- 
nea a los Organos vecinos o a la pared 
costal, provocando en un porcentaje muy 
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alto la muerte del enfermo (Tablas 3 y 4) .* 

2. El tratamiento quirtrgico tiene un 
indice de mortalidad muy elevado, la 
simple debridacién produce infeccién se- 
cundaria y aunque los antibiéticos de los 
que actualmente disponemos reducen la 
mortalidad, no acortan la evolucién y al 
producirse fistulas rebeldes a todo trata- 
miento, la prolongan. 

3. En nuestro medio hospitalario, con 
excepcion de nuestro Servicio, es la pun- 
cién evacuadora seguida de aspiracién y 
con aplicacién local de penicilina* o de 
simple suero fisiolédgico con aspiracién 
simultanea,® el tratamiento de eleccién, lo 
que no invalida que posteriormente se rea- 
licen 3 6 4 punciones mas si el absceso re- 
cidiva o persiste la sintomatologia. 

4. Por lo tanto creemos que la puncién 
seguida de aspiracion y colocacién de una 
sonda a permanencia para canalizacién e 
inyeccién in situ de las enzimas del estrep- 
tococo hemolitico, estreptocinasa-estrepto- 
dornasa, que van a actuar como una cucha- 
rilla quimica, es el mejor método, ya que 
la aplicacién local de penicilina en la cavi- 
dad del absceso no produce ningin resul- 
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tado practico dado que el contenido del 
absceso es aséptico y ademas el antibidtico 
tiene muy poco poder bactericida o bac- 
teriostatico in situ. 

El método seguido en nuestros casos es 
el siguiente: 

Previa asepsia de la region y anestesia 
local con novocaina, procedemos en el 
punto de dolor mas exquisito y a nivel de 
un espacio intercostal, a la evacuacién del 
pus por medio de un trocar y aspirador. 
A través del trécar introducimos la sonda 
de Nélaton a buena profundidad y a través 
de ella inyectamos una soluciénen 20 c.c. 
de suero fisiol6gico, de 100,000 unidades 
de estreptocinasa y 25,000 unidades de 
estreptodornasa, cerramos la sonda por 
medio de una pinza durante seis horas para 
dar lugar a que el medicamento actte 
dentro de la cavidad y sobre su contenido; 
y posteriormente conectamos el sifén, lo 
que da lugar a la salida del resto del con- 
tenido purulento. Con intervalos de 24 a 
48 horas inyectamos dos o tres veces mas 
la solucién de enzimas de acuerdo con la 
cantidad y calidad de la secrecién. 

La sonda la retiramos a los diez 0 quince 





TABLA 4.—Mortalidad en las Mas Frecuentes Complicaciones del 
Absceso Hepatico Amibiano, Segun los Diversos Autores 























Mortalidad 
Haro y Paz Sepulveda DeBakey Orozco 
120 Casos ; 67 Casos 176 Casos 15 Casos 
Complicaciones Comp. : D. Comp. D. Comp. D. Comp. D. 
Infeccion Secundaria ak: nes 10 4 ses re ee soe 
Empiema we eA 3 2 14 10 1 1 
Absceso Pulmonar ars ay 1 1 10 
Absceso Multiple 1 1 pees ‘ a at ante 
Apertura Bronquios 7 z 3 Bae 11 — 1 
Apertura Pleura 4 3 
Apertura Peritoneo 3 3 4 4 3 3 
Apertura Colon 1 
Apertura Pericardio 2 
Apertura Exterior 2 
Totales 20 12 21 11 35 13 5 4 
Comp.: Complicacion D.: Defuncion 
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dias, cuando se ha comprobado la casi total 
desaparicién de la secrecién y cuando 
existe ya una marcada disminucién en el 
tamafio del higado. Este tipo de puncién 
lo combinamos con el tratamiento médico 
que previamente al principio del trabajo 
habiamos descrito, agregandole en oca- 
siones la administracién de terramicina 
por su poder antiamibiano."!” 


CONCLUSIONES 


1. El tratamiento del absceso hepatico 
debe estar condicionado por cada caso 
clinico en particular. 


2. Ante los resultados tan satisfactorios 
obtenidos con el tratamiento emetinico aso- 
ciado a la puncién evacuadora y a la inyec- 
cién intracavitaria de enzimas, siempre 
que estemos en posibilidad de usarlas de- 
bemos hacerlo, ya que su uso abrevia nota- 
blemente el periodo de recuperacién del 
paciente a la normalidad y por ende de sus 
sufrimientos. 


3. Conociendo la toxicidad de la eme- 
tina, su uso debera siempre acompajiarse 
de todas las precauciones enumeradas en 
el trabajo. 


RESUMEN 


Se analizan quince casos de absceso he- 
patico amibiano tratados en nuestro Ser- 
vicio de Cirugia del Hospital General de 
México, durante los afios de 1952 a 1957, 
haciendo breves consideraciones clinicas 
y terapéuticas, relatando como tratamiento 
fundamental el médico combinado con la 
canalizacion continua del absceso por me- 
dio de una sonda de Nélaton, a través de 
la cual se inyectan cada 24 6 48 horas, 
100,000 u. de estreptocinasa y 25,000 u. de 
estreptodornasa en 20 centimetros ctibicos 
de suero fisiolégico. 

Tratamiento que evita las punciones re- 
petidas y acorta en un 50% 6 75% el pe- 
riodo de evolucién del padecimiento. 
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Now the man of science, if he is worth his salt, has a definitely religious feeling 
about truth. In other words, truth is sacred to him, and he refuses to believe that 
any religious system is right, or can satisfy man in his capacity of true seeker, if it 
denies or even pays no attention to the new truths which generations of patient 
scientific workers painfully and laboriously wrest from nature. You may call this 
a provocative attitude if you like; but on this single point the scientist refuses to 
give way, for to do so would be for him to deny himself and the faith that is in 
him—the faith in the value of discovering more of the truth about the universe. 


He knows quite well that what he has so far discovered is the merest fraction of 
what there is to know, that many of his explanations will be superseded by the 
progress of knowledge in the future. But he also knows that the accumulated effect 
of scientific work has been to produce a steady increase in the sum total of knowledge, 
a steady increase in the accuracy of the scientific explanation of what is known. 
In other words, scientific discovery is never complete, but always progressive; it is 
always giving us a closer approximation to truth. 

Thus, knowing as he does that both science and religion have grown and developed, 
and believing that they should continue to do so, he does not feel he is being sub- 
versive, but only progressive, in what he asks. And what he asks is that religion, 
on its theological side, shall continue to take account of the changes and expansions 
of the picture of the universe which science is drawing. 


—Huxley 
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Factors Contributed by Britons to the 
Progress of Orthopedic Surgery 


JAMES F. BRAILSFORD, M.D., PH.D., F.I.C.S., F.R.C.P. 


BIRMINGHAM, ENGLAND 


“To one small people ... it was given to 
create the principle of progress. That people 
was the Greek. Except the blind forces of na- 
ture nothing moves in this world which is not 
Greek in origin.” 

Sir Henry Maine 
Village Communities 


“Nature herself must be our advisor: the 
path she chalks must be our walk: for so while 
we confer with our eies, and take our rise 
from meaner things to higher, we shall at 
length be received into her Closet-secrets.” 


William Harvey, 1652 


“Nature often allows amazing miracles to 
be produced which originate from the most 
ordinary observations, and which are, how- 
ever, recognised only by those who are equip- 
ped with sagacity, and research acumen, and 
who consult experience, the teacher of every- 


thing.” 
[ siceree the leading contribution made 

by Britons to the progress of surgery 
I should answer, “Philosophy.” It is the 
factor we see dominating the works of 
our giants of literature: Chaucer, Shake- 
speare, Locke, Goldsmith, Sterne, Words- 


Quoted by Roentgen in 1894, 
the year before his discovery 


F I were asked to state what I con- 
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worth, Keats, Cowper, Dickens, Thackeray, 
George Eliot and a host of other writers 
of secular books and also the works of our 
leading men in medicine—surgery being 
considered as an aid to medicine. The 
value of the contributions of our philos- 
ophers cannot be assessed, since the 
torches they lit are still kindling fires in 
distant lands where truth is being taught. 

To any other organization but this, one 
might have cited the names of Linacre, 
Sydenham, Harvey, Hunter, Jenner, Sir 
Christopher Wren, Robert Boyle, Osler, 
Simpson, Lister, Hilton, George Bodding- 
ton, Flemming, Almroth Wright, Robert 
Jones, Hugh Owen Thomas, John Robert- 
son and many of their disciples, in exalta- 
tion, with the spirit engendered by the 
lines of Sir Walter Scott: 


Breathes there a man with soul so dead 

Who never to himself hath said, 

This is my own, my native land! 

Whose heart hath ne’er within him 
burned, 

As home his footsteps he hath turned 

From wandering on a foreign strand? 

If such there breathe, go—mark him 
well: 

For him no minstrel raptures swell: 

High though his titles, proud his name, 

Boundless his wealth as wish can claim, 
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Despite those titles, power and pelf, 
The wretch, concentred all in self, 
Living, shall forfeit fair renown 

And doubly dying, shall go down 

To the vile dust from whence he sprung, 
Unwept, unhonoured and unsung! 


The aim of the International College of 
Surgeons, however, as seen so clearly by 
our late beloved founder, who, when:he 
had “climbed to where Moses stood, and 
viewed the landscape o’er, Not Jordan’s 
stream nor death’s cold flood could fright 
him from the shore.” He believed that the 
College could help to bring good will to all 
mankind, and therefore he heeded not the 
narrow ill-wills that characterize chauvi- 
nism, philistinism and snobbery. As I 
stated on a former occasion, this satellite 
of his will grow in significance and glory 
as the years roll on, whereas the satellites 
launched by the great powers will gradu- 
ally fade and decay. 

We must all realize, when we try to 
assess the good contributed by any coun- 
try, that its great torchbearers have had 
the truth handed to them, as in the Olym- 
pic games, from other lands, and that 
“there is nothing new under the sun.” 
What was dark before has become, by 
revelation, clear and commonplace. Hence 
the knowledge we have and the inspira- 
tions and revelations we have been blessed 
by receiving from the works of our teach- 
ers and not our own. By one route or 
other, whether by observations in art or 
science, by the achievements of any race, 
religion or region, as a flash revelation, 
or as a rewarding inspiration for many 
years of painstaking diligent observation 
and work, it has come to us from we know 
not where. Because of our abysmal ig- 
norance of the possibilities, we have the 
Divine urge to search everywhere in the 
world, in all spheres of knowledge and 
experience, and pray that we may be 
granted the privilege of making some 
humble contribution to the relief of man- 
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kind through life, leaving life better than 
we found it. 

The humility of the great men of the 
past, who were granted revelations and 
inspirations that contributed to our prog- 
ress, was not unmarred by any faltering 
that the success or abuse of their con- 
tributions produced. This has been appre- 
ciated by our own philosophers. John 
Ruskin wrote: “The farther off we place 
our aim, and the less we desire to be our- 
selves the witnesses of what we have 
laboured for, the more wide and rich will 
be the measure of our success—men can- 
not benefit those that are with them as 
they can benefit those who come after 
them. All the short, and cheap and easy 
ways of doing that whose difficulty is its 
honour—are just so many obstacles in our 
already encumbered road. They will not 
make one of us happier or wiser—they will 
only make us shallower in our understand- 
ing, colder in our hearts and feebler in 
our wits. And that most justly.” 


Thus we are temporarily the unhappy 
witnesses of the passing of our beloved 
founder, before the image he saw so clearly 
had been consummated. 

On the day he passed to his higher call- 
ing he wrote to me: “I note the quotation 
from Marcus Aurelius. It is fine. Keep 
up the good work and work for a good 
meeting in Rome.” The quotation was one 
I had included in the letter he was answer- 
ing. Its paragraph includes the following 
words: “Accordingly, whensoever thou 
shalt draw nigh to thy journey’s end, leave 
all else behind thee, reserve thy reverence 
for reason, and the celestial part of thy- 
self, and fear not because sooner or later 
thou must cease to live, but rather lest 
life by nature’s laws be yet to begin: this 
do, and thou wilt be a man worthy of the 
universe that gave thee birth, no longer a 
stranger on thy native soil, no longer a 
dullard to whom the events of the day are 
marvels of the unexpected, and no longer 
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a mere dependent on this thing or that’’: 
this do, and thou wilt be a man-worthy of 
the universe that gave thee birth—For 
He, who has no eyes for our fleshly cover- 
ing surely will not trouble himself with 
the contemplation of a man’s house, rai- 
ment, fame or aught else of these outer 
trappings and stage decorations!” 


Assuredly Semmelweis did not see the 
consummation of what he labored for; 
William Osler, who had worked untiringly 
for the antituberculosis campaign, re- 
alized that the “Captain of Death” (to 
use Bunyan’s term) had been reduced to 
the ranks, but he did not live to hear, as 
we hear today, the drums that herald his 
dismissal from them, though he did wit- 
ness the success of many of his other 
activities. Hugh Owen Thomas did not 
live to see the value of his contributions 
to the relief of the suffering of the first 
World War. Roentgen was granted an 
early vision and reward, for in his Rec- 
torial address in 1894, the year before his 
epoch-making discovery in 1895, he quoted 
the words given in the heading of this 
paper, the words a former professor of 
physics had used several centuries before, 
adding: “He must consider the possibility, 
which usually amounts to a certainty, that 
his work will be superseded by others 
within a relatively short time, that his 
methods will be improved, and that the 
new results will be accurate, and that the 
memory of his life and work will gradu- 
ally disappear.” Yet, perhaps as an en- 
couragement to the faint-hearted, he 
quoted the words of Werner Von Siemens: 
“The intellectual life gives us at times per- 
haps the purest and highest joy of which 
a human being is capable. If some phe- 
nomenon which has been shrouded in ob- 
security suddenly emerges into the light of 
knowledge, if the key to a long-sought-out 
mechanical combination has been found; 
if the missing link of a chain of thought 
is fortuitously supplied, this then gives 
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to the observer the exultant feeling that 
comes with a victory of the mind, which 
alone can compensate him for all the strug- 
gle and effort, and which lifts him to a 
higher plane of existence.” Surely Max 
Thorek experienced this, not once but 
many times. 

Fortunately, alas! the joy of revelation 
or inspiration is not coupled with knowl- 
edge of the abuses to which it may be put, 
or the discoverer might be tempted to hold 
his peace. Rutherford would no doubt 
have flinched at the death of millions by 
atomic bombs and the fear these bombs 
produce. Vesalius and Harvey would have 
been shocked at the behavior of the body- 
snatchers and by such murders as those 
of Burke and Hare. Roentgen would have 
been distressed at the neglect of clinical 
examinations and the substitution of 
roentgen rays for professional wisdom. 
Hugh Owen Thomas and Robert Jones 
would not have approved much that is 
done today. 

These things warn us, or should do, that 
each contribution yielded to our knowl- 
edge must be carefully scrutinized lest we 
defile the Divine gift. Our College must 
always be associated with the highest 
ethics. These facts indicate the essential 
necessity for full and accurate recordings 
of our observations of Nature’s responses. 
Too often the details given, founded on 
scanty observations, are yet enthusiasti- 
cally embellished and the details of fail- 
ures omitted; this leads to the publication 
of what Ruskin would call untruths, and 
he tells us that “Truth forgives no insult 
and endures no stain.” We need other 
philosophers to search for and uphold the 
truth and condemn all untruths. 

Britain has had such philosophers. 
Shakespeare employed Falstaff to point 
out the limitations of urinary examination, 
and Thomas Addison, in a paper entitled 
The Difficulties and Fallacies Attending 
Diseases of the Chest, indicated the short- 
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comings of the discovery of Laennec. 
Shakespeare, long before the advent of the 
roentgen ray, warned us: “How oft the 
sight of means to do ill-deeds makes ill- 
deeds done,” and Robert Jones and clini- 
cians have pointed out the wickedness of 
using the roentgen ray as a means of 
escaping the duty of exacting bedside 
examinations, which are so much more im- 
portant. More recently, Robert Hutchin- 
son pointed out that in his earlier days at 
The London Hospital there were no reports 
from the roentgen department or the bio- 
chemical laboratory. “You may say,” he 
said, “‘well, in that case the diagnosis must 
have been very often wrong.” There, how- 
ever, you would be in error. It was not, as 
a matter of fact, often far wrong. The 
object of diagnosis fifty years ago was 
chiefly to tell what would be found post- 
mortem, and in that art the physician, 
with his highly developed clinical instinct, 
was extraordinarily skilful.” 

John Hunter indicated the need for 
meticulous observations of nature and the 
danger of substituting art. He also in- 
dicated the uselessness of certain amputa- 
tions by stating: “To amputate is to muti- 
late a patient you cannot cure; it should 
therefore be considered as an acknowledg- 
ment of the imperfection of our art.” This 
was more recently endorsed by Hugh Owen 
Thomas, who said: “Nature cannot be 
hurried ; a:' we can do is not to thwart her. 
We must try |. ~ssist nature and not op- 
pose her in her effo.ts to keep diseased 
structures quiet.” This sler endorsed. 

When we review the his ‘ory of surgical 
treatment for tuberculosis ard its results 
we can appreciate the truth of tne 7 vice 
given to young surgeons by Sir James 
Walton: “Maybe in the lifetime of many 
of you these marvelously skilled operations 
will cease to be performed, and will be 
regarded as curiosities of the past.” To 
counteract such surgical practice, Robert 
Hutchinson pleaded for an additional peti- 
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tion to be inserted in the Litany (which 
Osler regarded as the most beautiful of all 
our prayers), to read as follows: “From 
inability to let well alone; from too much 
zeal for the new, and contempt for what 
is old; from putting knowledge before 
wisdom, science before art; and cleverness 
before common-sense, Good Lord de- 
liver us.” 

This, he suggested, should be “added to 
the Litany and read in hospitals, chapels 
or wherever doctors, and nurses do, or 
ought to congregate.” 

In these days of so-called special hos- 
pitals, an age in which patients in pro- 
found shock are rushed from one hos- 
pital to another, it would be reasonable 
to heed the wisdom of Ecclesiasticus and 
to “make no haste in time of trouble,” 
but to remember what McMurray said of 
Hugh Owen Thomas: “In small insani- 
tary houses he was able to treat com- 
pound fractures and to obtain results 
which have not been improved upon to 
the present day.” Robert Jones treated, 
with great success, patients in a hospital 
with primitive buildings at Baschurch, 
thus showing that it is the work done, 
not the magnificence of the buildings or 
the elaborate and expensive equipment! 
Yet William Mayo said of Robert Jones, 
“IT must place Mr. Robert Jones as one 
of the greatest surgeons it has been my 
good fortune to meet.” 

Wilfred Trotter’s warning against panic 
(for panic is too often a cause for the 
transfer of shocked patients) needs to be 
heeded. “Panic has an immediate effect 
in weakening rational judgment. Every 
conclusion arrived at under its influence 
will be corrupted by departure from sound 
sense—the point is that decision bearing 
the diagnostic marks of having been af- 
flicted by panic should be reviewed with- 
out mercy or any regard to the saving of 
face.” 

Bibliographies and autobiographies re- 
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veal discoveries that have remained hidden 
because of the blindness caused by the 
brilliance of neighboring fires, even though 
they often contributed to the initial spark 
of the latter, as in the cases of Lister and 
Pasteur. 

I am naturally led by pride to mention 
the names of some of the men of my own 
school of Birmingham who achieved world 
renown: Sir William Bowman, Joseph 
Hodgson, Joseph Priestley, William With- 
ering, Lawson Tait, Sands Cox, Gam- 
gee, Sir Gilbert Barling, George Bodding- 
ton, Priestley Smith, Naughton Dunn, 
Sir John Robertson, Sir Leonard Parsons, 
Leonard Mackey and Sir Arthur Thom- 
son. The names of many others who 
taught me and who practiced the higher 
skills and ethics of surgery I omit be- 
cause of the lack of intimate knowledge 
and the inadequacy of space and time. 
How much, and in what way, they were 
responsible for the development of my 
mind, which permitted the recognition 
and growth of the intuitions I have fol- 
lowed, I cannot estimate, but I should ac- 
count myself unworthy if I did not express 
my thanks to my teachers. In some cases 
I am unable to account for the source of 
the inspirations, or to explain why I fought 
for some and ignored others, but for the 
joy such intuitions brought I am truly 
thankful. There is one group of men 
whose more intimate contacts have so 
considerably influenced the major portion 
of my professional career that I shall en- 
joy the pleasure of mentioning them more 
fully in the limited space I have at my 
disposal. The outstanding leaders of that 
group were Hugh Owen Thomas and Sir 
Robert Jones. These two men contributed 
to the lessening of pain, hemorrhage and 
sepsis, which for centuries have been re- 
garded as the important trinity in sur- 
gery, but they did something more. They 
reduced that most important fourth 
danger, fear, and substituted faith and 
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hope; and they lived charity and brought 
cheer. The Thomas splint sufficed to re- 
duce the trinity, and Robert Jones revealed 
the need for the latter and by so doing 
reduced the death rate from 80 per cent 
to less than 20 per cent. Their lives are 
so intermingled that I cannot fail to 
mention this. 

Hugh Owen Thomas and Robert Jones I 
regard as among the immortals of sur- 
gery, and the life revealed in The Sur- 
geon’s World indicates that its author, 
Max Thorek, will also be included in that 
noble army, as will William Osler to rep- 
resent the physicians. 

A study of their lives reveals a close 
likeness, reminiscent of Longfellow’s line 
“Lives of great men all remind us,” ete. 
To my mind the best and briefest indica- 
tion we have of the immortality of these 
men is the extent of agreement of their 
lives with William Wordsworth’s revela- 
tion: 


Our birth is but a sleep, and a for- 
getting; 

The soul that rises with us, our life’s 
star, 

Hath had elsewhere its setting 

And cometh from afar. 

Not in entire forgetfulness 

And not in utter nakedness 

But trailing clouds of glory do we come 

From God, who is our home. 

Heaven lies about us in our infancy! 

Shades of the prison-house begin to 
close 

Upon the growing boy, 

But he beholds the Light and whence 
it flows 

He sees it in his joy. 

The youth who, farther from the East 

Must travel still, is Nature’s priest 

And by the vision splendid 

Is on his way attended. 

At length the man perceives it die away, 

And fade into the light of common day. 


Robert Jones was born of naturally 
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pious parents, who taught him in his most 
impressionable days the value of piety. 

To see him and his father up to their 
games and pranks was to see an expres- 
sion of perfect joy and happiness, and 
one could understand that “the child was 
father of the man.” His later life indi- 
cates that his wish was granted, that his 
days would be “bound each to each in 
natural piety,” for he developed the gift 
of banishing fear from all men’s and 
children’s eyes by instilling happiness and 
so brought to his patients that most 
beautiful of all visions, the dawning of 
hope. He lived and taught the philosophy 
of Isaac Watts, “Pleasures banish pain,” 
a revelation that can be true only with 
pious interpretation. Many encomiums 
have been accorded to Robert Jones. It has 
been said that, just as in healing he drew 
out the pain and ill-humors of his patients, 
so did he draw out all that was best in 
every man he met. He must have been a 
very happy man, as his portrait indicates, 
for he had the ability to make all happy 
who came near him. 

He turned the derelict soldier into a 
national asset. And there can be no 
testimonial greater than this, which was 
given by one of his intimates: “As I 
watched him, he brought to my mind a 
greater man talking to his disciples.” 

How was all this achieved? We have 
hinted at the joy of his childhood when 
he lived with his mother and father. At 
the age of six years he went to live at 
the home of his father’s sister, Elizabeth, 
who had married Hugh Owen Thomas in 
1864. At this point, although “shades of 
the prison-house began to close upon the 
growing boy,” he “beheld the light and 
whence it flowed.” He saw it in his joy. 

His Aunt Elizabeth was a beautiful 
woman, strict in discipline but abounding 
in maternal love and religious fervor. She 
instilled into him the desire for a pious 
life and a profound love of the Bible and 


124 


JANUARY, 1961 


the life of Jesus. She was an ideal wife 
to Hugh Owen Thomas, sharing his sor- 
rows, difficulties and joys with never a 
hint of any displeasure but ready with 
kindly hints to help him solve whatever 
might appear at first contentious or dif- 
ficult. From the behavior of Hugh Owen 
Thomas in the home the boy not only 
learned the correct responses to domestic 
problems; accompanying him on _ his 
rounds of the clinic and to the homes of 
his patients, he witnessed the sufferings 
and poverty of the poor and was inspired 
by the noble efforts his uncle made to 
relieve them. 

To understand Hugh Owen Thomas one 
must look at his upbringing. He came of 
a long line of bone-setters. The two ear- 
liest members of the family of whom we 
have knowledge were shipwrecked in the 
Irish Sea. As they understood neither 
English nor Welsh, their nationality was 
not easily determined, but the evidence 
available suggested that they were 
Spanish. They were adopted by a Welsh 
farmer and his wife at Maes and given 
the name of Thomas. The younger did 
not long survive, but the elder, called 
Evan, developed into a tall, dark-com- 
plexioned, handsome man of striking ap- 
pearance and a rather serious nature. On 
the farm he showed a natural gift for at- 
tending to sick animals and the farmers’ 
families of the neighborhood. His success 
brought him renown for this in the whole 
of North Wales and adjacent parts of 
England. His reputation grew steadily 
until he died, at the age of 79 years, on 
February 24, 1814. Viscount Bulkeley 
erected a memorial tablet in the church 
to his memory, on which he records that 
without education or any other advantages, 
by an extraordinary gift of nature, Evan 
Thomas acquired such a knowledge of the 
human frame as to become a most skil- 
ful bone-setter, thereby making himself 
preeminently useful to his fellow crea- 
tures. 
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After his death, the family gift was 
carried on by his five sons in different 
parts of Anglesey. Richard was regarded 
as the most skilful. He had three sons 
and four daughters, and all of them in- 
herited the gift, which brought them re- 
nown in the districts in which they lived, 
but the eldest, Evan, at the age of 19 
years, went away with a friend. They 
walked from Anglesey to Liverpool, where 
they found conditions none too good; but 
eventually Evan got a job in the Vauxhall 
foundry and soon won the confidence of 
his workmates, whose injuries at work 
and in quarrels he treated successfully, 
making a good reputation. This grew 
steadily among the laborers and the sea- 
faring men who were injured during their 
work. Indeed, all the poor of the neigh- 
borhood sought his aid, and his attention 
to them he never allowed to weaken, 
though his reputation brought him those 
in better circumstances to seek his aid, 
and when later he set up in the city as a 
bone-setter his fame brought patients 
from a wider area. He was a dour man, 
we are told, without any trace of humor. 
In 1832 he married a Miss Roberts. They 
had five sons, the eldest being Hugh Owen, 
born on Aug. 23, 1834. The mother was 
a very pious woman with great intellec- 
tual gifts, which she used for the benefit 
of her five sons. Her devotion was di- 
rected particularly toward her eldest, 
Hugh Owen. All her boys were taught by 
her a profound reverence for the Bible 
and its teachings, and they, like John 
Ruskin, William Osler and, as we shall 
see, Robert Jones with his Aunt Elizabeth, 
our beloved founder, Max Thorek (as is 
told in the pages of A Surgeon’s World) 
claimed this as the essential part of their 
education. Hugh Owen and his mother 
together discussed essays and sermons of 
the great writers and preachers of the 
day. He read to her these works and the 
newspapers, and the affection between 
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them became such that it had an influence 
on him throughout his life. He made 
three pilgrimages to her grave every year 
thereafter. 

While at school at Rhos he was struck 
by a stone under his left eye. This caused 
a cicatricial lesion he always tried to 
conceal by wearing the “poke” of his 
characteristic cap pulled down on this 
side. Between the ages of thirteen and 
seventeen he was educated at New Brigh- 
ton College prior to being apprenticed to 
his uncle, Dr. Owen Roberts at St. Asaph. 

Dr. Roberts, who was a friend of Sir 
Benjamin Brodie and Sir Morell Macken- 
zie, took a keen and enthusiastic interest 
in Hugh Owen’s education, and from him 
the latter got a good insight into general 
practice before, at the age of twenty-one 
years, he entered Edinburgh University 
as a medical student. This was the wish 
of his father, who, knowing the disad- 
vantages of being a bone-setter without 
medical qualifications, determined that 
none of his sons should have such an ex- 
perience. Hugh Owen began at Edin- 
burgh when Lister was a house surgeon 
to Symes, who had as colleague professors 
Spencer, Simpson and Goodsir. At that 
time Edinburgh was the British Univer- 
sity that Osler admired. Hugh’s pious 
upbringing led him to become a very 
energetic secretary of the University Tem- 
perance Society and an admirer of the 
sermons of its president, the famous Dr. 
Guthrie. At Edinburgh he was taught 
orthodox surgical treatment in the ac- 
knowledged home of surgery at the time, 
but it was influence of the training in- 
stilled into him from observations of his 
father’s work (and his strict upbringing 
had made him a keen observer and given 
him a remarkably retentive memory) that 
brought him into conflict with what was 
being taught to medical students by or- 
thodox professors. What profoundly im- 
pressed him was the frequency with which 
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amputation was performed because of in- 
flammation and diseases of the joints, 
when he had seen his father treating these 
ailments successfully by conservative 
measures. This strong evidence convinced 
him that wholesale amputations were un- 
necessary and could be avoided by con- 
servative measures started early and car- 
ried out intelligently. He expressed his 
opinion that such conservative measures 
would reclaim this class of disease from 
the domain of excision and amputation. 
Wholesale amputations, he maintained, 
were unnecessary and could and should be 
avoided. He vigorously upheld these 
opinions against his opponents, and prob- 
ably this was the reason he failed to 
secure the wholesale support of his col- 
leagues in the profession. That he showed 
toleration is indicated by his close friend- 
ship with such controversialists as Brad- 
laugh. Being modest in his behavior he 
sought no publicity, and though he thought 
his views should be propagated he pro- 
moted them in an unobtrusive manner; 
consequently his work did not become 
widely known or recognized in medical 
schools. Even after he obtained his 
M.R.C.S. (1857) he was still subject to 
popular prejudice against the family 
calling of bone-setter, since in 1858 he 
began to practice in Liverpool as an as- 
sistant to his father, Evan Thomas. Pos- 
sibly because of conflicting views en- 
gendered during his orthodox training, he 
and his father agreed amicably to cease 
practicing together, and Hugh Owen set up 
in practice for himself in 1859, still with 
the family instinct for conservatism. His 
father retired from practice in 1863, but 
Hugh’s practice grew, and in 1866 he 
moved to 11 Nelson Street, where, with 
amazing energy, he worked unceasingly 
every day for thirty years from 6 a.m. 
to near midnight, without taking any holi- 
day. Indeed, during this whole period he 
was away from home on only six nights. 
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He retained his house in Hardy Street, 
where he had accommodations for eight 
patients. At 11 Nelson Street he fitted up 
his workshop regardless of expense, no 
doubt influenced by what he had seen in 
France. Here he made splints, fashioned 
to his own design and requirements with 
the skill of genius. From there he proved 
that he was able to treat compound frac- 
ture in insanitary houses and obtain re- 
sults which his disciple McMurray, years 
later (1935), claimed had not been im- 
proved upon in his day. 

His bed-knee splint, which brought him 
renown, was the result of numerous adap- 
tations occasioned by meticulous observa- 
tion and his profound gift for taking pains 
with the patients he was called upon to 
treat. Much of his work was associated 
with his free clinic for the poor of Liver- 
pool, which he held every Sunday, seeing 
from two hundred to three hundred 
crippled children and poor and infirm 
people. 

At this time Hugh Owen Thomas pre- 
sented a striking appearance, with the 
poke of his cap pulled down over his in- 
jured left eye and a large sailor’s top- 
coat buttoned to the neck. He had a small 
dark mustache and a thin pointed beard. 
He was thin and pale and only five feet 
four inches in height. His features were 
sharp and clear cut, though his dark eyes 
were often obscured to the observer by 
thick-lensed spectacles. From early morn- 
ing until nearly midnight he worked in- 
cessantly. On Sunday mornings he held 
his clinic while Robert Jones went to 
church with his Aunt Elizabeth. On Sun- 
day evenings she sang and played the 
piano, while he played the flute, until bed- 
time. When he was too old for his flute 
his niece played for him when he went 
to bed. He always called for the Dead 
March from Saul to finish the day. 

Though tolerant of carefully thought- 
out criticism, Hugh Owen Thomas’ right- 
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eous indignation was aroused by anything 
that savored of carelessness or ignorance. 
To his friends he had a charm that en- 
deared him to all. He and Robert Jones 
particularly loved children, and their 
gentle and cheerful treatment of them 
instilled an affection like that given more 
recently to that notable physician Robert 
Hutchinson. To the poor he was always 
gracious, as he was to anyone who sought 
his aid and obeyed his instructions. Fees 
meant nothing to him; in this he resembled 
William Osler. He was a supporter of 
local medical societies and often took 
part in the discussions. He loved good 
literature and had formed a great ap- 
preciation of the work of John Hilton, 
whose “Rest and Pain” so agreed with the 
family tradition he had learned from his 
father. In his copy of Hilton’s book he 
underlined this passage: “It will be well, 
if the surgeon can fix in his memory the 
first professional thought, which should 
accompany him in the course of his daily 
occupation, this physiological truth that 
Nature has a constant tendency to repair 
injuries to which her structures have been 
subjected—whether these injuries be the 
result of fatigue or exhaustion of inflam- 
mation or accident. The reparation, how- 
ever, becomes at once most conspicuous 
when the disturbing cause has been re- 
moved.” As Hugh’s experience grew, his 
belief in the efficacy of rest became more 
firmly fixed, and this led him into con- 
troversies that marred the propagation of 
his gospel. He condemned exploratory 
operations, saying: “Jo operate for diag- 
nostic purposes is only to endanger the 
many and save the few; it is difficult to 
arrive at a correct diagnosis, but this is 
of little importance to the surgeon and 
still less to the physician.” 

Though his book was little known in 
England, it had attracted considerable at- 
tention in America. Nelson Street is only 
a short distance from the docks, and sur- 
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gical visitors from America always found 
a ready welcome at No. 11. He formed 
great friendships with leading American 
surgeons, notably John Ridlon and Wil- 
liam Mayo. One of Hugh Owen’s fre- 
quent sayings was “I hope I shall not be 
remembered only as an inventor of 
splints, for any mechanical fool can do 
that: the idea to which they gave effect 
is the important point.” He certainly did 
more than that. He taught us that “Rest 
is a remedy, an overdose of which it is 
not possible to give the patient,” as well 
as the other features I have mentioned. 
Sir James Paget stated: “Thomas dreamt 
of the redemption by the profession of 
the public from the wiles and snares of 
the bone-setter.” 

According to Dr. John Ridlon of Chi- 
cago, “Thomas did more good new things 
for orthopedic surgery than all the rest 
from Hippocrates down to this day. He 
is known for his leg splint, sometimes 
called ‘Saint Thomas’ Splint’ and not for 
the principles he laid down, but he was 
the greatest man in orthopedic surgery 
for all time.” McMurray, in 1935, said, 
“We now see the man as a mechanical 
genius, and as a great pioneer in surgery. 
He was himself an unpersuasive advocate 
of what he stood for, but fortunately for 
science he had an apt and distinguished 
pupil in his nephew, Sir Robert Jones, 
through whom the principles of Hugh 
Owen Thomas, initiated and applied, have 
expanded and popularised, until today, 
they are known and honoured wherever 
the art of surgery is practised. The fame 
of Hugh Owen Thomas and Sir Robert 
Jones will live high amongst the names of 
the great surgical figures of all time. They 
have left imperishable records in the 
history of surgery, and they have formed 
a science where none previously existed. 
They have lit a beacon whose light has 
spread to every corner of the surgical 
world, and have opened up a prospect of 
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recovery in the heads of thousands who 
would otherwise be destined to useless 
crippledom—they have laid down the un- 
alterable basis of treatment in which the 
inevitable progress will be founded.” His 
life, like that of Sir Robert, William Osler 
and Max Thorek, was an example of those 
of whom our living philosopher, Paul 
Brunton, has said: “Such an individual is 
like a general in the war against evil. He 
works for its defeat. His appearance 
among us is as wise as it is necessary. 
Neither this, nor the essential sphere of 
his influence is accidental or dependent on 
anyone’s personal choice.” 

So much for the master, Hugh Owen 
Thomas, who has attained immortality and 
of whom criticism has ceased. 

This was the man to whose house Robert 
Jones was taken frequently by his father 
from 1864 on. Their visits formed very 
happy holidays, for there was a charming 
and affectionate intimacy between father 
and son. “Looking at the boy’s face,” wrote 
the father in 1872, “will make the most 
miserable fellow happy. He is the essence 
of happiness. You cannot spoil him; he 
won’t be spoilt.”” At this time his father’s 
diary, so well kept, was regarded as a 
good cure for melancholy, for it contained 
only goodwill to all. The good fortune of 
having so understanding a father was 
augmented by his Aunt Elizabeth, his fa- 
ther’s sister, and her husband Hugh Owen 
Thomas. Their combined efforts made of 
this good material a saint, for he was still 
Nature’s priest and “by the Vision Splen- 
did was on his way attended.” He had 
acquired the happy facility of solving all 
controversies and readily won over to his 
side any who showed any tendency to dis- 
pleasure; in this way he gained on Hugh 
Owen Thomas. 

I first met Sir Robert Jones when he was 
a Major-General and I was a mere ser- 
geant in the R.A.M.C. He appealed to me 
instantly. The magical charm and warmth 
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of his friendship were as infectious as his 
kindly attention and hearty laughter; his 
humility, humor, imperturbability, equa- 
nimity, cheer, sincerity and kindly encour- 
agement of modest efforts in radiology 
were such that I found it impossible to 
meet him without feeling a happier and a 
better man, with an increased desire to 
serve and show friendship to others. So 
penetrating was his charming manner and 
so attractive were his abilities that all who 
were fortunate enough to come under his 
influence retained some of his attractive 
traits; but, as with all infections, the final 
result depended upon the susceptibility 
and nature of the person so affected and 
his ability to keep the instilled culture pure 
and uncontaminated by lower organisms 
and their toxins. Where there was a good 
medium the result was excellent, as in the 
case of Major Naughton Dunn, his favorite 
assistant and my friend and counsellor 
until his untimely passing in 1939. It was 
Naughton Dunn who introduced me to Sir 
Robert, and many of his disciples, includ- 
ing such notable men as McMurray, 
McCrae Aitken, Rowley Bristow, Girdle- 
stone and Bryan McFarland, to mention 
but a few of those I knew more intimately. 
I had entered medicine inconspicuously 
through the portals of public health, under 
the generous and kindly guidance of Sir 
John Robertson, the Medical Officer of 
Health of the city, first as a laboratory re- 
search worker in pathology and bacteriol- 
ogy and later as sanitary inspector of the 
slum areas of Birmingham. In my boy- 
hood my mother had caused me to serve in 
the choir in St. Matthew’s Church, Walsall, 
and this influence, the learning of the 
hymns, the psalms, and the anthems, and 
the impression made by the sermons has 
been the most important feature in my life. 
Sir John guided my steps in youth and 
encouraged me to study hygiene, preven- 
tive medicine and the natural history sci- 
ences, particularly those having a bearing 
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on helminthology. In the year of my birth 
Sir Robert Jones had written an inspiring 
book, Hygiene of School Children, which 
probably initiated his work on the pre- 
vention of deformities—a subject I was 
to develop later under the guidance of 
Naughton Dunn. No one can study the Life 
of Sir Robert Jones as so ably set forth 
by his son-in-law, Frederick Watson, with- 
out recognizing that, of a truth, he came 
“trailing clouds of glory from God, who is 
our home.” The portraits of him at this 
time revealed an appearance in full accord 
with this. I learned much of Sir Robert 
from my late beloved wife, who was 
trained as a nurse in the David Lewis 
Northern Hospital, Liverpool, where Mr. 
McMurray, Robert Jones’ assistant, was 
the orthopedic surgeon. Later she nursed 
private patients for Sir Robert and in the 
first World War acted as theatre sister to 
Naughton Dunn. To her had been passed 
the torch which was kindled efficiently by 
Florence Nightingale, the pioneer British 
nurse, who deeply admired the work of 
Hugh Owen Thomas. His memory, indeed, 
will ever be cherished by those who are 
attracted to surgery. Amy told me that 
when Sir Robert arrived at Heswell Chil- 
dren’s Hospital the cheers of the children 
announced it, and with his private patients 
it was usual for him to tell the patient a 
funny story. Not until the patient was 
happy and bright would he venture any 
examination or manipulation. Then he 
did what his searching scrutiny in the 
meantime had told him was necessary, and 
' did it skilfully and quickly: and before he 
left the bedside the patient, child or adult, 
was showing happiness and feeling the 
better for his visit. A similar story is 
told of the visits of Sir William Osler. 


A study of the early life of Sir Robert 
Jones reveals factors that had an impor- 
tant bearing on his behavior in later years. 
His grandfather, also a Robert Jones, was 
a successful business man who developed 
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the town of Rhyl, North Wales. He mar- 
ried Eleanor Humphreys of Rhuddlan. 
They had three children, Robert (Sir 
Robert’s father) in 1836, Mary in 1837 
and Elizabeth in 1839. A younger child, 
Susannah, was born and died in 1842. 
Robert was educated as an architect but 
fell in love with Mary Hughes of Rhud- 
dlan, a girl several years his senior, whom 
he married in Liverpool when he was nine- 
teen, on September 26, 1856. The first few 
years of their married life were enlivened 
by the arrival of their firstborn, Robert 
(ultimately Sir Robert), on June 28, 1857, 
but they were jeopardized by monetary 
anxieties while they remained in Liver- 
pool. When young Robert was five years 
old the family migrated to London, a city 
at that time inhabited by people like those 
so ably portrayed by Charles Dickens. The 
father eventually got a job with a publish- 
ing firm. At this time he was persistently 
happy, and his volatile spirit was instilled 
into the young Robert. They played games 
together and were always up to some frolic 
or other, though in the next few years four 
more children were added to the family. 
Young Robert acquired a passion for rail- 
way engines, about which many stories 
were told; but a change came in his en- 
vironment which was to have an important 
influence on his future life. The heaven 
of his infancy was to give way to the 
sterner life of youth when, as I have re- 
lated, his Aunt Elizabeth married Hugh 
Owen Thomas and he went to live with 
them. Later he was sent to school at 
Syndenham College, where he remained for 
three years. He was a good athlete and 
enjoyed cricket and boxing. He was taken 
to hear the outstanding speakers of the 
day, the theaters and leading sports events. 
He enjoyed reading Middlemarch. His 
training brought him tolerance, modesty 
and a profound respect for common sense. 
His attendance at organizational meetings 
gave him confidence for public speaking 
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and an admiration for John Bright, whose 
transparent integrity, honest principles 
and sympathetic understanding of the 
Welsh are famous. In 1873 he began his 
studies at Liverpool School of Medicine 
in which he had already had sound train- 
ing from Hugh Owen Thomas, particularly 
on the fundamental principles of orthope- 
dic surgery. In 1878 he became a member 
of the Royal College of Surgeons. He en- 
joyed attendance at medical meetings, 
where his humor and charm brought him 
the rewards of geniality, for he could 
contrast orthodox teaching with unor- 
thodox. He was acquainted with the 
works of Oliver Wendell Holmes, Sem- 
melweis, Pasteur, Lister and Roentgen. 
He was one of the first to try out the 
help of roentgen rays with the aid of 
his colleague, Thurston Holland. He was 
one of the early members of the Roent- 
gen Society, the oldest such society in 
the world, and collaborated with Sir Oliver 
Lodge in early experiments, but he rec- 
ognized early the abuses for which radiol- 
ogy could be employed. He knew the danger 
of short cuts to knowledge. In the Lancet 
in 1908 he pointed out: “While Roentgen’s 
discovery has been to us of immense value, 
chiefly in the classification of our injuries, 
it has done little, if anything, to perfect or 
even alter our treatment of fractures. It 
is a valuable adjunct to our clinical ar- 
mamentarium, but it should never be al- 
lowed to usurp our other diagnostic facul- 
ties. It is deplorable to think of the educa- 
tion of the student of today, who rarely 
troubles to make himself ordinarily ef- 
ficient in the diagnosis of a fracture, but 
meekly awaits the revelation of an often 
misleading X-ray photograph.” 

Robert Osgood said that Thomas could 
apply orthodox training to the inherited 
type. This also applied to Robert Jones, 
who had acquired the tolerance and charm 
to do this with equanimity. 

In 1888 he was appointed consulting sur- 
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geon to the Manchester Ship Canal, and 
in this post he had to organize a series of 
hospitals for immediate treatment of the 
grave accidents with which such an under- 
taking would be associated. In five years 
he dealt with 3,000 casualties. This was 
clearly an experience to fit him for the 
work he was about to be called to do in 
the first World War. He had learned the 
essentials of organization, of supervision 
and of the best methods for treating grave 
injuries in primitive buildings and with 
poor equipment. He had been brought 
into contact with people of the laboring 
class and had sought and earned their 
comradeship. John Ridlon said, “To my 
mind one of the greatest things Jones ever 
did was to make the main principles of 
Thomas acceptable to the profession.” Of 
his aunt it has been said that “by her quiet 
and unfaltering devotion to her husband 
and her nephew she had, without any 
knowledge of how the sands of time were 
running, made it possible that thousands 
of boys, unborn when Thomas died, should 
be saved by her husband’s hard work and 
the skill of her nephew.” Robert was a 
greater general in war than his uncle, 
because he used all the weapons of persua- 
sion, argument and example. He did his 
work in a modest, unassuming way. He 
performed his skilful operations with the 
success of a wizard. He made his clinics 
the mecca for surgeons from all over the 
world, and surgical leaders recognized in 
him one of the immortals of surgery. He 
had extraordinary vitality, and his hap- 
piness was most evident when he was sur- 
rounded by many surgeons. He could 
never understand the change of behavior 
which he observed with the change in rank 
and the assumption of uniform of high 
rank, for he himself, though a great 
fighter in a noble cause, showed no change. 
His beaming smile, his delight in new 
faces, his tenderness and fun with children 
never altered whatever honor was con- 
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ferred upon him, and he was loved by all 
—there was no enmity, jealousy, unfriend- 
liness or snobbishness in his system. He 
has been likened to the sun on a dull day. 
He was pleased with humorous comments 
against himself and like his disciple, 
Naughton Dunn, would repeat such state- 
ments for weeks, roaring with laughter 
each time. His faculty for intense enjoy- 
ment was the basis of his success in treat- 
ment; whereas from the dim ages the 
dwarf and the cripple had been the targets 
of ridicule and derision, he saw only the 
need for compassion. He learned from the 
teachings of John Hunter and André 
Nicholas, who wrote Orthopaedia, or the 
Art of correcting and preventing deformi- 
ties in children. From his experiences 
at Nelson Street he learned the value of 
exercise in preventing deformity in chil- 
dren. He saw nearly 7,000 poor children 
each year in the clinic, always helping and 
never claiming any reward, never seeking 
the limelight, caring little for the appro- 
bation of the world, asking only that he 
might be allowed to help, always looking 
for the best in people and striving with 
all his might for peace and love. He 
learned from his experiences in the small 
hospital he organized with Dame Agnes 
Hunt at Baschurch the importance of fresh 
air and good hygiene and the need for loyal 
assistants around him, and particularly 
the need of keeping patients free from 
fear and teaching the children to help 
themselves, whatever their disabilities. To 
insure this he kept the children in the 
hospital until they could cheerfully fill up 
all their waking hours with games or use- 
ful work; then they realized that deform- 
ity is a physical and not a spiritual handi- 
cap. They worked hard and they played 
hard. All the children came to look upon 
Robert Jones as their friend and rejoiced 
at the sight of him. His magnetism at- 
tracted all of them; Baschurch was the 
jolliest pioneer hospital of the world. 
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Children were sent to the home to get a 
little strength before undergoing an opera- 
tion. Children suffering from tuberculous 
joints improved to such an extent that, 
in nine cases out of ten, operation was 
unnecessary. For crippled children, life 
in the open air, with adequate rest and 
proper food, worked wonders. In 1925 
Robert Jones said, “Over 20 years ago, 
with the help of Miss Hunt, we started 
the first really open-air hospital in the 
world, where the children lived in the 
open-air by day and by night all the year 
round.” 

Mr. McCrae Aitken added: “It is a most 
inspiring sight to visit the children. Gaiety 
reigns rampant. Infectious disease—the 
bane of hospital wards—has never spread, 
nor has there been one instance of so-called 
‘catching cold’ or pneumonia.” At Bas- 
church this principle of open air, initiated 
by George Boddington of Sutton Coldfield 
two centuries before it was accepted, was 
extended by Robert Jones to soldiers, and 
nowhere in my military experience have I 
met with more contented men or such 
rapid healing of wounds. The sheds are 
cheap and decrepit, but the center is the 
birthplace of a great reform, which is 
steadily gaining ground all over the world. 
The relation between the spirit of hap- 
piness and orthopedic treatment Robert 
Jones established once for all. Nothing 
had a greater influence on him in the im- 
mediate prewar years than the success of 
Baschurch. He has shown clearly that, 
with open air and good hygienic condi- 
tions, children could be more readily 
cured when the whole atmosphere of the 
hospital was cheerful. This might be said 
to be the culmination of the training neces- 
sary for him to accomplish the tasks of 
the World War, through which he gained 
immortality. With his cheer, his charm, 
his geniality, his integrity, his consummate 
artistry, his wizard-like skill and his many 
natural gifts he immediately recognized 
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the difficulties under which the surgeons 
and patients were laboring. He fought for 
recognition of the work of Hugh Owen 
Thomas, and with his charm he overcame 
all obstacles, reducing the mortality rate of 
compound fractures of the femur from 80 
to 20 per cent. He recognized the fact that 
wounded soldiers were being turned out 
of the hospitals, because of the paucity of 
beds, before they were fit to return to 
their regiments or their occupations, and 
that they were consequently unhappy and 
disgruntled. He had learned from the 
children at Baschurch that to be kept 
happy they had to work hard or play hard, 
and he sought to bring every patient back 
to a happy state in which he could return 
either to his regiment or to his previous 
employment. He preached rehabilitation 
and renewed the faith and hope they had 
temporarily lost. He showed that this could 
be achieved in small hutted hospitals with 
only a few staff members, if the latter were 
of the right stuff. He showed that hardly 
any case is bad enough to justify a counsel 
of despair. He much preferred approba- 
tion to censure, and by his teachings he 
was able to prevent soldiers from becom- 
ing discontented derelicts and reclaim 
them as national assets, happy in their 
work and play. He organized and staffed 
many hospitals throughout the country, 
and these sufficed not only to treat the 
wounded efficiently, but to care for the 
greater number of people injured in me- 
chanical and road traffic accidents. His 
writings and lectures inspired many medi- 
cal officers, who became his disciples. The 
lives of these men all show the influence 
of Robert Jones. Perhaps the best example 
is Thomas Porter McMurray, who, accord- 
ing to his disciple and biographer Bryan 
McFarland, had rapid judgment, skilful 
technic, a charming manner to his patients 
and a determination that what he did 
would leave them happier and better than 
when he found them. 
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The welding of metal to bone had made 
a deeply unfavorable impression on him. 
His osteotomy without the use of foreign 
materials is established as more reliable 
than the employment of foreign materials. 
He regarded that treatment best which 
was applied simply and safely with gentle- 
ness. Those who knew him intimately had 
a higher appreciation of his value than 
those who only had a superficial knowl- 
edge, but among the former were many 
British and overseas orthopedic surgeons. 
He had a great sense of humor, which 
may not always have been appreciated. At 
dinner in the Adelphi the evening before 
I sailed with my wife on a lecture tour of 
the United States he came and inquired 
what I was doing in Liverpool. I told him 
I was going to the United States to deliver 
a course of lectures. He replied “You can 
tell them what you like, laddie, they won’t 
believe you.” 

Those who knew G. R. Girdlestone more 
intimately than I did have spoken of his 
profound Christian beliefs and of the fact 
that his orthopedic work was like a mission 
service; he had inestimable energy, great 
humility and modesty, together with hap- 
piness—a man who healed even more by 
the power of his love than by that of his 
supreme surgical skill. Of McCrae Aitken 
a similar story could be told by his inti- 
mates. 

As for Naughton Dunn, I had the priv- 
ilege and honor of working with him 
from 1916 to his untimely end in 1939. He 
exhibited the characteristics that have 
been recorded of Hugh Owen Thomas and 
Sir Robert Jones. That he was acknowl- 
edged as the favorite pupil of Sir Robert 
is evidence of his loyal discipleship ; surely 
this epitomizes his contribution to surgery. 
The seeds he sowed in his disciples, O. A. 
Parker, F. G. Allen, and A. M. Hendry, 
are now in blossom. 

Other disciples have earned high en- 
comiums, but there is one in particular I 
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would like to single out for more particular 
mention, since he was of the younger 
school and his example may have been 
obscured by the war, during which many, 
like him, gave their lives for their country 
and the faith they had in them. Noel God- 
free Chavasse, son of the then Bishop of 
Liverpool and grandson of Thomas Cha- 
vasse, F.R.C.S., volunteered for service 
early in the war. From France he wrote 
to Sir Robert, who was very fond and 
proud of him: “Your book has already 
been in some queer places, for it lives in 
my haversack and I read it at odd times. 
I carry about with me David Copperfield, 
King Henry VIII, The New Testament and 
your book. After the two middle books I 
feel a glow of virtue, but the first and the 
last I read with real pleasure.”” When dan- 
ger was very near, he read Sir Robert’s 
book. “I read your book and forgot where 
I was till a very big burst of firing and 
gunning made us all stand to.” In October 
1916 he was awarded the Victoria Cross 
for conspicuous bravery and devotion to 
duty. He wrote to Sir Robert on June 5, 
1917, congratulating him on his knight- 
hood, and said: “I now glow with reflected 
glory to think that I was once your house- 
surgeon and shall ever be your disciple,” 
and, after describing the many ways in 
which his teaching had been valuable, he 
ended, “I do pray God we all play the 
man and live up to the traditions of our 
comrades who have fallen. I wonder when 
it will all be over.” 

In July 1917, carrying in a wounded 
man under fire, Chavasse was severely 
wounded on the right side of the head, but 
in spite of intense pain he continued his 
work, bringing wounded into the dressing 
station for two days before a direct hit on 
the dressing station killed or wounded 
everyone in it. With severe wounds Cha- 


vasse struggled out to fetch help, but his 
case was hopeless and he died on Aug. 4, 
1917. 


He was posthumously awarded a 
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bar to his Victoria Cross for conspicuous 
bravery during this action. 

His father, Bishop Chavasse, wrote to 
Sir Robert Jones on Sept. 6, 1917: “Our 
most dear boy loved and honoured you. He 
never forgot your unfailing kindness to 
him, and your life and work were one of 
the great formulative forces of his life.” 
Later, he wrote: “My boy loved you, and 
you were as good to him as if he were 
your own son.” From a young disciple 
such as he was, such testimony is better 
than all else to tell us of Sir Robert Jones. 

Surely we can say of Noel Godfree 
Chavasse that he was not of the breed 
Isaac Watts referred to in his lines: 


But timorous start and shrink 

To cross the narrow sea 

And linger shivering on the brink 
And fear to launch away. 


Surely Hugh Owen Thomas, Sir Robert 
Jones and all their faithful disciples must 
rest in that 


Land of pure delight, where saints im- 
mortal reign, 

Where infinite day excludes the night 

And Pleasures banish pain. 





Author’s Note: It would have been impossible 
for me to write this paper without the help of 
the following works: 

The Life of Sir Robert Jones, by Frederick 
Watson. 

The Life of Hugh Owen Thomas, by T. P. 
McMurray. 

The Life a Sir William Osler, by Harvey 
Cushing. 

Aquanimitas and other Addresses, by Wil- 
liam Osler. : 

The Life and Work of Thomas Porter 
McMurray, by Bryan McFarland. 
Obituary, Gathorne Robert Girdlestone, 
Lancet, Jan. 13, 1951. 

The Life of Wilhelm Konrad Roentgen, 
by Otto Glasser. 

Mr. Guy’s Hospital, by H. C. Cameron. 
William Sands Cox and The Birmingham 
Medical School, by J. T. J. Morrison, and 
the contributions therein referred to. 


The Quest of the Overself, by Paul 
Brunton. 
The Story of St. Thomas’s, by Charles 
Graves. 
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BOOKS RECEIVED 








The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as criti- 
cism of the merit of the book. 











Obstetrics. By J. P. Greenhill. Philadel- 
phia and London: The W. B. Saunders Com- 
pany, 1960. 12th ed. Pp. 1,098, with 129 illus- 
trations, 119 in color. Reviewed in this issue. 


Physiology of the Eye. By Francis Heed 
Adler, William F. Norris and George E. 
Schweintz. St. Louis: The C. V. Mosby Com- 
pany, 1959. 375 illustrations, 2 in color. 


Surgery in the Aged. Edited by Frank 
Glenn, S. W. Moore and John Beal. New York: 
The Blakiston Division of McGraw-Hill Book 
Company, Inc., 1960. Pp. 534, with 244 illus- 
trations. Reviewed in this issue. 


Thoracic Surgery Before the Twentieth 
Century. By Lew A. Hochberg, with a fore- 
word by Edward D. Churchill. New York: 
The Vantage Press, Inc., 1960. Pp. 358, with 
155 illustrations. Reviewed in this issue. 


The Tonsils and Adenoids in Childhood. 
By Donald F. Proctor. Springfield, Illinois: 
Charles C Thomas, Publisher, 1960. Pp. 70, 
with 23 illustrations and 16 tables. Reviewed 
in this issue, 
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Lectures on the Interpretation of Pain in 
Orthopedic Practice. By Arthur Steindler. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1959. Pp. 733, with 237 illustrations. 


Thymectomy for Myasthenia Gravis. By 
Henry R. Viets and Robert S. Schwab. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1960. Pp. 130, with 32 illustrations. 


Fellowship of Surgeons. By Loyal Davis. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1960. 


Chirurgie de ’Etage Supérieur de l’Abdo- 
men (Surgery of the Upper Part of the Ab- 
domen). By Henri Fruchard and four col- 
laborators. Paris: G. Doin et Cie, 1960. Pp. 
200, with 92 illustrations. 


The Pharmacology of Anesthetic Drugs. 
By John Adriani. Springfield, Ill.: Charles 
C Thomas, Publisher, 1960. 4th ed. Pp. 232. 


Adventure to Motherhood. By J. Allan 
Offen. Miami: Audio-Visual Education Com- 
pany of America, 1960. Pp. 68. Illustrated. 


Pages in the History of Chest Surgery. By 
Rudolf Nissen and Roger H. I. Wilson. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1960. Pp. 166. Illustrated. 


General Anesthesia for Neurosurgery. By 
Robert I. W. Ballantine. Boston: Little, 
Brown and Company, 1960. Pp. 152, with 68 
illustrations. 











BOOKS REVIEWED 








Thoracic Surgery Before the Twentieth 
Century. By Lew A. Hochberg, with a fore- 
word by Edward D. Churchill. New York: 
The Vantage Press, Inc., 1960. Pp. 358, with 
155 illustrations. 


In this large volume Dr. Hochberg covers 
in a fascinating manner the historical back- 
ground and development of thoracic surgery 
from the earliest Egyptian records to the 
dawn of the twentieth century, not overlook- 
ing the earliest operation of all, the birth 
of Eve. 

The first chapter, in 27 pages, surveys the 
progress reported before the sixteenth cen- 
tury; the second reports of the sixteenth and 
seventeenth. Chapters 3 and 4 are devoted 
to the early portion of the eighteenth century, 
with Chapter 5 covering the later half. Chap- 
ters 6 through 13 present comprehensively the 
developments of the nineteenth century, with 
separate chapters devoted to thoracic injuries, 
empyema thoracis, pulmonary suppuration, 
pulmonary tuberculosis and its treatment, 
diaphragmatic hernia, the sternum and me- 
diastinum, surgical treatment of the esophagus 
and, in a long chapter (100 pages), cardio- 
vascular surgery. Chapter 14 is a discussion 
of the nonsurgical contributions of the nine- 
teenth century, including physical examination, 
the physiologic aspects of breathing and bron- 
choscopic and roentgen study. A bibliography 
of 84 pages, alphabetically arranged, com- 
pletes the volume. 

The author’s own comments and appraisals 
of the various contributions are freely inter- 
spersed with abstracts and excerpts from the 
original publications. The chapter on em- 
pyema may seem disproportionately long for a 
condition now infrequently encountered, un- 
less one remembers the importance of this sub- 
ject to physicians of a generation ago, and.the 
extensive literature and amount of time de- 
voted to its treatment at the meetings of the 
American Association for Thoracic Surgery 
twenty or more years ago. The same may be 
said for Chapter 13, on cardiovascular surgery, 
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which now occupies a prominent place on all 
surgical programs. 

The book is well done. It is printed on paper 
of good stock, with clear legible type. The 
reproduction of illustrations from the old 
records are of good quality. The text is well 
written and makes most fascinating reading. 

Dr. Hochberg’s book is a ‘“‘must reading” 
for all thoracic surgeons and all who are in- 
terested in the history of medicine. Medical 
libraries should certainly add it to their 
shelves without delay. Dr. Hochberg is to be 
congratulated on a monumental work. We hope 
that a companion volume on thoracic surgery 
in the twentieth century will follow without 


delay. THOMAS J. KINSELLA, M.D. 


Obstetrics. By J. P. Greenhill. Philadelphia 
and London: The W. B. Saunders Company, 
1960. 12th ed. Pp. 1,098, with 129 illustra- 
tions, 119 in color. 

This is a greatly improved new edition of 
a standard textbook. With its new format 
and the inclusion of 23 chapters by contribu- 
tors in specialized subjects, this volume takes 
its place in the front line of textbooks on this 
subject. The elimination of much material 
that had become obsolete and many illustra- 
tions that had no value and their replacement 
by up-to-the-minute information makes this 
a desirable text in the field of obstetrics. 

Especially worthy of commendation are the 
chapters “Endocrine Changes in Normal 
Pregnancy,” “Nutrition in Pregnancy,’’ 
“Renal Diseases and Pregnancy,” “Diseases 
of the Heart and Circulatory Systems in 
Pregnancy” and “Diseases of the Chorion.” 
The chapters entitled ‘“Fetal Erythroblastosis 
and the RH and Other Blood Factors” and 
“Diseases of the Blood and Blood Forming 
Organs in Pregnancy” are particularly im- 
pressive. 

There are few areas in which the book can 
be criticized. It seems to this reviewer that 
much too much space has been devoted to 
roentgen pelvimetric procedures. The ul- 
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timate value of this method is controversial, 
and the inclusion of so much specialized ma- 
terial in a textbook designed primarily for 
students inflates the iraportance of the sub- 
ject. The chapter entitled ‘Medicomoral 
Problems” has no place in a textbook. There 
are a tremendous number of religious groups 
and denominations in the world. To choose 
one, the Roman Catholic, and inject its ideas 
into such a book is unfair and uncalled for. 
Others may justly demand “equal time.” 

All in all, the book is tremendously im- 
proved. Dr. Greenhill is to be congratulated 
on an excellent text that can be highly rec- 
ommended to both the student and the prac- 
ticing physician. 

A. R. KANTER, M.D. 


Surgery In The Aged. Edited by Frank 
Glenn, S. W. Moore, and John Beal. New 
York: The Blakiston Division of McGraw- 
Hill Book Company, Inc., 1960. Pp. 534, with 
244 illustrations. 

This excellent work deals with surgical 
problems in patients over 60 years of age. 
There are twenty-four contributing authors 
from the surgical staff of The New York 
Hospital-Cornell Medical Center. 

The text is divided into eight major divi- 
sions: (1) fundamental concepts; (2) thorax 
and thorax wall; (3) cardiovascular surgery; 
(4) gastrointestinal surgery; (5) surgery of 
the biliary tract and liver; (6) surgery of 
the genitourinary tract; (7) special systems 
(neurosurgery, ophthalmic and otolaryngo- 
logic surgery, and (8) traumatic and recon- 
structive surgery. Gynecology is not in- 
cluded. 

While all sections are carefully planned 
and developed, careful study of the first divi- 
sion of five chapters on fundamental con- 
cepts, consisting of (1) “Physiologic and 
Metabolic Problems,” (2) “Surgical Infec- 
tions,” (3) “Preoperative Evaluation and 
Preparation for Surgery,” (4) “Anesthesia,” 
and (5) “Postoperative Care and Manage- 
ment” is most rewarding. 

The text is enhanced by the liberal use of 
well selected illustrations, charts, figures 
and tables. References are given at the end 
of each chapter. Even without the excellent 
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index, a given subject would be found easily 
by referring to the appropriate chapter. 

The book is recommended both for hasty 
reference and for careful study. 


EARL O. LATIMER, M.D. 


The Tonsils and Adenoids in Childhood. 
By Donald F. Proctor. Springfield, Illinois: 
Charles C Thomas, Publisher, 1960. Pp. 70, 
with 23 illustrations and 16 tables. 


This is a short but detailed text satisfactory 
for students, general physicians and sur- 
geons, as well as specialists, who perform 
tonsillectomy and adenoidectomy. The first 
chapter reviews the history of surgical treat- 
ment of the tonsils and adenoids from the 
earliest recorded times to the present day. 

The second chapter is an excellent review 
of the proper indications and contraindications 
for these operations. The author clearly in- 
dicates the need for it in properly selected 
cases. Indiscriminate surgical intervention in 
any area is to be condemned. 

There is a brief but adequate chapter on the 
management of the child as a patient. Care 
in examination is emphasized, and detailed in- 
formation is given covering the preparation 
of the youngster for operation. 

The last two chapters make up half of the 
text and are devoted to surgical technics, man- 
agement of complications, details of anesthesia 
and postoperative results. This is an excellent 
discussion of the dissection method of ton- 
sillectomy and the problems of careful, ade- 
quate surgical treatment of the tonsils and 
adenoids. Methods of control of hemorrhage 
are well covered. The author has had wide 
experience as an anesthesiologist and clearly 
demonstrates his knowledge of the problems 
of anesthesia and postanesthetic care of ton- 
sillectomy patients. 

The book is well illustrated with drawings 
and photographs. It has a good index. It is 
printed on large pages of good quality paper 
in large, clearly readable type. It should be 
a useful reference book for any physician or 
surgeon whose patients may require tonsillec- 
tomy and adenoidectomy. 


BURTON J. SOBOROFF, M.D. 











Abstracts from Current Literature 





Midline Episiotomy and Extension Through 
the Rectal Sphincter. Jacobs, W. M., Bradley, 
D., and Adams, 8S. D., Surg., Gynec. & Obst. 
111:245, 1960. 

When extension occurs after a midline 
episiotomy, the management of the repair is 
essentially the same as that of simple uncom- 
plicated episiotomy. The bowels should be 
allowed to move, but it is wise to provide some 
form of stool softener. Sitz baths and peri- 
neal lamps are used, just as for routine post- 
partum patients. If an enema is necessary, 
it can be given after the third day. 

It is concluded from this study that the 
many advantages of midline over mediolateral 
episiotomy make it preferable. Extension 
through the rectal sphincter is an infrequent 
complication; it was present in 2 per cent of 
this series of cases. If the repair is properly 
done, it should be no cause for alarm. 


EDMUND LISSACK, M.D. 


Operative Approach to Transposition of 
the Great Vessels. Toole, A. L., Glenn, W. W. 
L., Fisher, W. H., Whittemore, R., Ordway, 
N. K., and Vidone, R. A., Surgery 48:43, 1960. 

This study of 72 cases represents a probe 
through one of the last frontiers of the sur- 
gical correction of congenital cardiac defects. 
Only one successful correction (in a child 
9 years old) has been reported, in which the 
atrial septum was surgically transposed. If 
aortic and pulmonary roots are to be retrans- 
posed, the coronary arteries would also require 
transposition. With the veins, partial trans- 
position is temporarily successful. 

The cases are grouped according to asso- 
ciated conditions: (1) patent foramen ovale; 
(2) ventricular septal defect; (3) pulmonary 
stenosis and ventricular septal defect, and (4) 
coarctation, hypoplasia and other changes. 
Survival depends on intermixture of the pul- 
monary and systemic circulations so that some 
oxygenated blood reaches the periphery. The 
longest average survival of untreated patients 
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is in Group 3, in which the ventricular defect 
allows intermixture. An additional protective 
factor here is the pulmonic stenosis that pro- 
tects the lungs from degeneration of the ar- 
terial bed through congestion. 

The surgical approach to the general prob- 
lem is to increase the duration of survival by 
palliative measures. In Group 1, enlargement 
of the atrial defect and closure of the ductus 
are done; in Group 2 the pulmonary artery is 
constricted and the atrial septum enlarged; 
in Group 3 intermixture is achieved by a shunt 
between the pulmonic artery and the vena 
cava. 

Precise diagnosis must precede operation— 
by angiographic study with the ciné technic 
and data on oxygen and pressure obtained for 
all four chambers. 

SIDNEY VERNON, M.D. 


The Krukenberg Tumor. Woodruff, J. D., 
and Novak, E. R., Obst & Gynec. 15:351, 1960. 

Forty-eight cases of Kukenberg’s tumor, 
taken from the files of the Ovarian Tumor 
Registry, were studied. Ten primary ovarian 
tumors were observed, proved by follow-up 
without evidence of any other lesion or by 
complete autopsy with discovery of the pri- 
mary site. 

Six patients were alive, 5 for four or more 
years after operation for the ovarian tumor. 

Although 37 of the 38 patients in whose 
cases the ovarian lesion was secondary were 
dead, 1 with both ovarian and gastric malig- 
nant disease was alive and well four years 
after the operation. 

Two patients had gastric reaction due to 
benign lesions five and eight years, respec- 
tively, before development of the ovarian 
tumor; this fact suggests a relation between 
problems of similar tissues in separate areas. 

Many years may elapse between the removal 
of the primary tumor and the appearance of 
the ovarian lesion. 

EDMUND LISSACK, M.D. 
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Polyvinyl Sponge in Osteochondral Joint 
Defects. Friedenberg, Z. B., and Davis, C. M., 
Surg., Gynec. & Obst. 110:719, 1960. 

The clinical implications of being able to 
use polyvinyl sponge in chondral and osteo- 
chondral joint defects are quite apparent. In 
a further attempt to study this problem, the 
authors investigated the knee joints of adult 
mongrel dogs. The medial condyle was ex- 
posed, and a surgical defect consisting of rec- 
tangular section of cartilage and bone at the 
tibial-femoral articulation was removed. In 
some dogs the cartilage and subchondral bone 
were removed from the entire medial femoral 
condyle; others were used as controls, and in 
these the defect was created but no sponge was 
placed. The results included neither gross nor 
microscopic evidence of joint irritability. With 
time the sponge was gradually dissolved and 
replaced with highly collagenized connective 
tissue. The floor of the defect showed new 
bone penetration into the sponge, and the sur- 
face of the sponge was covered with fibro- 
cartilage. The purpose of the sponge was to 
lessen the degree of joint irregularity, and, in 
comparison with the controls, this effect was 
well demonstrated. 


CHARLES A. ROCKWOOD JR., M.D. 


Cytological Diagnosis of Gastric Cancer. 
Toshio Kurokawa, and others, Tohoku J. Exp. 
Med. 71:209, 1960. 

In this paper, the results of cytologic diag- 
nosis of gastric carcinoma in patients at the 
medical clinic of Prof. T. Kurokawa at Tohoku 
University are reported. The analysis is lim- 
ited to those cases in which material was col- 
lected from the stomach by means of the 
gastric abrasive balloon. It includes a compari- 
son with location, size and pathologic types of 
gastric carcinoma, acidity of the gastric juice, 
biochemical tests for carcinoma and other 
categorizations. 

The study indicated that the accuracy of 
cytologic diagnosis with the abrasive balloon 
method in 303 patients with gastric carcinoma 
was 90.4 per cent and the false positive or 
“suspicious” reports on 528 patients without 
carcinoma was 2.8 per cent. The accuracy in 
diagnosis was 98.9 per cent for neoplastic 
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lesions in the cardia-fornix. The results of 
cytologic possibility that the size of the lesion 
is related to positive results in diagnostic tests 
is mentioned. The authors conclude that the 
cytologic study by means of the abrasive bal- 
loon is helpful, especially when the neoplastic 
lesion is in the corpus and/or the cardia-fornix 
of the stomach. 
BERNARD J. FICARRA, M.D. 


The “Combined” Operation for Peptic 
Ulcer. Harkins, H. N., Jesseph, J. E., Steven- 
son, J. K., and Nyhus, L. N., Arch. Surg. 
80:51/743, 1960. 

The authors report the cases of 137 patients 
treated by a surgical procedure consisting of 
50 per cent distal gastrectomy, bilateral sub- 
diaphragmatic vagotomy and gastroduodenal 
reconstruction (Billroth I). This form of 
treatment was applied for peptic ulcer, pri- 
marily duodenal. The operative procedure is 
based on experimental evidence, which dis- 
closes that excision of the antrum will remove 
the hormone gastrin phase and vagisection the 
cephalic phase of gastric secretion, thereby 
decreasing the total output of gastric hydro- 
chloric acid. The operative technic is described. 
The indications for the operation were as fol- 
lows: obstruction, bleeding or perforation of 
the ulcer and non-response to treatment. The 
total hospital mortality rate was 2.8 per cent. 
Follow-up on these 137 cases revealed 63 per 
cent improvement of a significant degree. The 
keystone of this surgical procedure is con- 
sidered to be hemigastrectomy. 


LAWRENCE H. KHEDROO, M.D. 


The Effect of Paralysis of the Cervical 
Sympathetic System on the Electromyogram 
of Extraocular Muscles in the Human. Biodi, 
F. C., and Van Allen, M. W., Am. J. Ophth. 
49:679, 1960. 

The influence of the sympathetic nervous 
system on the extraocular muscles in the 
human being has recently been a subject of 
some controversy. 

In an attempt to assess this influence ac- 
curately, the authors performed electromyo- 
graphic studies of the extraocular muscles 
after stellate ganglion block. Electromyo- 














VOL. 35, NO. 1 


grams were obtained before, during and after 
sympathetic paralysis produced by blocking 
the stellate ganglion with procaine hydro- 
chloride solution. 

This induced paralysis produced no con- 
sistent changes in the electromyogram of the 
levator muscle or the internal rectus muscle. 

Cases of Horner’s syndrome and thyrotoxic 
ophthalmoplegia are included in the test group 
and seven electromyograms are reproduced, 
taken prior to, and at varying intervals after, 
stellate ganglion block. 


ROBERT F.. AZAR, M.D. 


Craniobuccal Origin, Signs, and Treatment 
of Craniopharyngiomas. Campbell, J. B., 
and Hudson, F. M., Surg., Gynec. & Obst. 
111:183, 1960. 

This paper deals with a report of a series of 
73 histologically verified cystic or solid tumors 
of craniobuccal origin from the Service of 
Neurological Surgery, Neurological Institute, 
Columbia Presbyterian Medical Center, New 
York City. The gross and microscopic anatom- 
ic picture as well as the embryologic aspects, 
is discussed. Clinical signs and symptoms in- 
cluding disturbance of hypophysial-hypothala- 
mic function are discussed, with mention of 
dwarfism, cachexia, polyphagia, decreased li- 
bido, impotence, increased fluid demand, and 
frequency of urination. Varying types of field 
changes, the Foster Kennedy syndrome, drow- 
siness, stupor, irritability, coma, papilledema, 
cerebellar signs, personality changes, loss of 
memory, facial paresis, involvement of the 
extraocular nerve and disturbances in hearing 
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are also discussed. Two bizarre sensory dis- 
turbances, probably caused by compression of 
the thalamic blood supply, were noted. 

Fifty-two per cent of the patients showed 
roentgenographic evidence of increased intra- 
cranial pressure. With regard to surgical 
treatment, the authors advocate attempted 
complete removal but state that the issue 
should never be forced to a point where the 
risk is unreasonable; numerous survivors have 
undergone a second or a third procedure. The 
operative approach is subfrontal or transven- 
tricular. Intraventricular drainage of large 
cysts, the tapping of cysts and Torkildsen pro- 
cedures are discussed. The surgical mortality 
rate was 29 per cent. A continuous reduction 
of the risk took place with advances in anes- 
thesia, prevention of adrenocortical failure, 
and controlled hypothermia. Twenty-five of 
the patients were treated by roentgen irra- 
diation as well as operation and the important 
fact that the hypothalamus is one of the areas 
of the brain that are most sensitive to irradia- 
tion raises the question whether this therapy 
should be used for a differentiated neoplasm 
as well as a craniopharyngioma. The use of 
radioactive phosphorus, radioactive gold and 
colloidal suspensions of Y®°Cl, with a small 
amount of Pantopaque is discussed. 

The conclusion of a survey of 73 records 
shows that, as a rule, the patients with solid 
tumors and minimal cyst formation did poorly 
compared with those in whom signs developed 
in conjunction with the expansion of a cyst 
that proved to be resectable or accessible for 
evacuation by aspiration or open drainage. 


DANIEL McCCASKILL, M.D. 
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